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PART ONE 
PROFESSIONAL AUDIT
PsychD in Clinical Psychology:
Conversion Programme
Name : Nashater Deu
Date of Registration: 10th January 1994
Registration Number: 3102033
1. Overall Aims and Objectives
To enhance, develop and formalise current learning in academic, clinical and research 
domains of clinical psychology through a process of integrating theory and practice 
in a forensic setting.
2. Academic Audit
2.1 Aims
Strengthen and extend knowledge of core theories, and models of therapy in Clinical 
Psychology.
2.2 Objectives
Attend training events as organised for the third year of training, seminars/ lectures 
as required for the DPsych, carry out literature searches leading to three critical 
reviews in specialty areas of Clinical Psychology. To participate in teaching events to 
other professionals.
2.3 Rationale
To have a sound knowledge base in Clinical Psychology from which to draw upon in 
current clinical practice in order to improve the quality of service provided.
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2.4 Plan
1. A Critical review of Psychodynamic and Cognitive-Behavioural 
Approaches to the Treatment of Personality Disorder.
2. A Critical Review of Psychological Approaches to the Understanding 
and Treatment of Deliberate Self Harm.
3. A Critical Review of Cultural Issues in the Assessment and 
Treatment of Offenders and Mentally Disordered Offenders.
3. Clinical Audit
3.1 Aims
To formalise current clinical practice via monitoring and evaluating learning 
experiences; to integrate the development of skills necessary for continuing 
professional development with the service needs of the organisation.
3.2 Objectives
To monitor clinical and organisational experience as required for the third year of 
training. To be involved in group work, individual patient work and indirect patient 
work ie. via staff, to attend workshops, teaching events, conferences, and special 
interest groups as appropriate, to be involved in teaching events to other professionals. 
To attend patient team meetings, case conferences, and liaise with other professionals 
when appropriate. To be involved in working parties on organisational and/or clinical 
issues.
3.3 Rationale
To increase overall competency as a Clinical Psychologist in order to provide an 
effective service to patients.
3.4 Plan
To submit a log of all clinical, organisational, academic experience and copies of 
reports reflecting the range of assessments and interventions undertaken in the year.
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4. Research Audit
4.1 Aim
To build upon existing skills in research methodology and statistical analysis and to 
apply these to areas of current clinical practice.
4.2 Objectives
To extend the MSc thesis findings (The Role of Criminal Fantasy in Predatory and 
Opportunist Sex Offenders) to examine the relationship between frontal executive 
functions, criminal fantasy and organised criminal behaviour.
4.3 Rationale
To improve quality of skills in evaluation and monitoring current clinical practices and 
theories leading to provision of a more efficient and effective service.
To undertake a research project examining the relationship between frontal executive 
functions ie. those that relate to planning and organising abilities, criminal fantasy and 
organised criminal behaviour in a sample of mentally disordered offenders currently 
detained in an English Special Hospital.
4.4 Plan
Signed Participant
Signed Course Director
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PART TWO 
ACADEMIC AUDIT
Critical review of Psychodynamic and Cognitive-Behavioural 
Approaches to the Treatment of Personality Disorder.
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INTRODUCTION
The literature on Personality Disorder (PD) is permeated with the issues of diagnosis, 
classification and treatability. Research on actual treatment approaches to PD are less 
well documented, primarily due to the ongoing debates about the existence (or not) 
and expression of PD in different groups of individuals. It is not surprising that 
researchers have had difficulties in developing specific treatments for PD when quite 
often the diagnosis is unclear. The constant redefining of subgroups in current 
classification systems adds further confusion to the discernment of criteria and severity 
of symptoms that warrant intervention.
The important recognition that personality function can be separated usefully from 
clinical symptoms and that personality can be disordered simultaneously, has led to 
better assessment and understanding of PD. The central notion of bizarre behaviour 
in the presence of otherwise normal reasoning processes forms the cornerstone of 
diagnosis of abnormal personality today (Tyrer et al 1991).
One of the main difficulties with the diagnosis of PD is the implication this has on 
personal responsibility of actions for the individual concerned; PD behaviour is often 
construed as deliberately difficult, malicious or manipulative and value judgements are 
made accordingly (Blackburn 1990). These factors raise important issues for the 
therapist in dealing with the PD patient.
There has been a tendency to assume that patients with PD are unbeatable given the
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relative persistence of maladaptive behaviours from childhood onwards. However 
Tyrer (1988) cautions of the danger of this view - it results in undue pessimism and 
the common belief that any improvements in patients with PD are due to the 
improvement of concurrent mental illness rather than the PD itself. It is clear from the 
literature that this pessimism has not deterred therapists’ efforts to address PD and 
Clinical Psychology takes a lead role in this.
The current review aims to address two psychological approaches to PD. Firstly the 
dominant approach in the literature ie. psychodynamic psychotherapy. Secondly, the 
more recent cognitive -behavioural approach which is still in early stages of 
development. Methodological issues of outcome studies will be raised and 
considerations for future research proposed. The review will not address the issue of 
the treatability of PDs per se, as this is well documented in the literature (Rogers & 
Webster 1980, Monahan 1980, Levine & Bornstein 1972). However issues that may 
affect outcome relevant to these two treatment approaches, will be addressed. To set 
the context, a brief outline of definitions of PD and prevalence is given whilst 
acknowledging the dearth of literature available in this area which can be referred to 
elsewhere (Tyrer et al 1990, Blackburn 1990/1992, Casey & Tyrer 1986).
Definitions Of Personality Disorder
Although there are specific DSM-III-R (American Psychiatric Association 1987) and 
ICD-10 (World Health Organisation 1989) subgroups of PD, Tyrer et al (1990) 
usefully summarises global definitions of PD. They note that the difficulty in defining 
PD arises from the interrelationship of persistent behaviour, attitudes, subjective
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distress and impact on relationships, whereas mental state abnormalities are more 
easily defined by clinical observations of symptoms eg. depression, obsessive 
compulsive disorder.
Definitions of PD in the literature are numerous, however it is clear that there has 
been a shift in the current understanding of PD from earlier definitions. This reflects 
the increased complexity of current conceptualisations. For example, Schneider (1923) 
provided the first documented definition of PD in Germany ie. ‘abnormal personalities 
who suffer through their abnormalities and through whose abnormalities society 
suffers’. More recent definitions have attempted to tease out the nature of the 
abnormalities - American Psychiatric Association (1987) defines PD as ‘behaviour 
or traits that are characteristic of an individuals recent (past year) and long term 
functioning (generally since adolescence or early adulthood). The constellation of 
types of behaviour or traits causes either significant impairment in social or 
occupational functioning or subjective distress’. All definitions reviewed by Tyrer et 
al (1991) refer to the ‘persistence, enduring or deeply ingrained’ nature of PD traits 
(Davis 1987, Rutter 1987, Tyrer & Ferguson 1988) which reflect the chronicity and 
firmly established nature of PD. It is important to note the lack of reference to 
‘permanency’ which is central to the debates on the potential for change or treatability 
of the PDs.
Prevalence of Personality Disorders
The prevalence of PD is difficult to ascertain, which is partly a function of changes 
in definitions and also debates about the threshold of diagnosis. Tyrer et al (1991) in
their recent review of PD quote figures from several studies which reflect the 
diversity; early figures of 6-11% in the general population (Leighton 1963), and more 
recently Tyrer quotes his own figures of 13% in urban adult populations (Casey and 
Tyrer 1986). Most findings report that PD is more common in men, that the rate 
decreases with increasing age, and that rates are higher in urban communities (Myers 
et al 1984; Casey and Tyrer 1986).
The problem with identifying accurate prevalence figures is that of co-morbidity; quite 
often patients presenting with other affective disorders may have concurrent PD, which 
is undetected. Casey et al (1984) studied individuals with co-morbidity and reported 
an increased prevalence of PD of 34%. There tends to be an inflation in the figures 
of forensic populations as a result of the assumption that abnormal behaviour among 
these populations is inevitably caused by PD, e.g. 20-70% (Bluglass 1977; Gunn 
1988), although antisocial personality disorder (Antisocial PD) was found to be 
predominant.
Methodological Issues in Treatment Outcome Studies
Although particular methodological difficulties of individual studies will be referred 
to in later discussions, there are several factors that appear to complicate the review 
of treatments for PD.
The main criticism of the literature is that of the use of diagnoses. It appears that 
many studies refer globally to individuals as ‘personality disordered’ without 
attempting to differentiate the particular PD subgroup. This infers an assumption that
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PDs are a homogeneous group and will respond to treatments in the same way. This 
is clearly not the case given the diversity of categories in current classification 
systems; DSM-III-R and ICD-9/10. There are a few exceptions to this (Woody et al 
1985) but studies have a tendency to concentrate on particular PDs such as Borderline, 
Narcissistic and Antisocial types. In addition, studies have also varied in their 
adherence to current classification criteria with most studies using no diagnostic 
criteria at all, (Jew et al 1972, Stermac 1986, Vaillant & Antonowicz 1991).
The literature is confusing with respect to the interchangeable use of the terms 
psychopathic disorder or psychopathy with personality disorders. Whilst the whole 
question of psychopathy and its definition is one that remains controversial and 
unresolved, the term seems to have been used by many researchers to describe any 
individual with antisocial behaviour or with Antisocial PD (for an overview of the 
debate see Dolan & Coid 1993).
The main crux of the debate, relevant to this review, is whether to define psychopathic 
disorder in terms of abnormal behaviour or abnormal personality. Although there is 
no consensus, there has been a more recent tendency to emphasise personality 
disorder. Psychopathic disorder, although a legal category of mental disorder and not 
a diagnosis (Mental Health Act -MHA 1983) does not fit easily into various 
classifications of PD or indeed among various major mental disorders. The legal 
definition suggests that it is "a persistent disorder, or disability of mind (whether or 
not including subnormality of intelligence) which results in abnormality, aggression 
or seriously irresponsible conduct on the part of the patient and requires or is
susceptible to treatment" (MHA 1983).
The relationship between psychopathic disorder and PD has been proposed by several 
researchers. The predominant view seems to be that psychopathic disorder 
encompasses the features of many of the severe PDs and therefore puts it at the end 
of the PD spectrum with respect to severity. Changes in recent classification systems 
now incorporate psychopathic disorder within particular PD subgroups; that is 
Dissocial PD (ICD-10, World Health Organisation 1989) includes previous diagnostic 
categories such as sociopathic, amoral, asocial, antisocial, and psychopathic PD, thus 
emphasising personality traits. Antisocial PD (DSM-III-R, American Psychiatric 
Association 1987) omits the personality trait component of the diagnostic construct of 
psychopathy and substitutes a framework based on behaviour instead.
For the purpose of this review, studies referring to psychopathic samples have been 
included where reference to Antisocial PD or Dissocial PD was also made. However 
the literature can be criticised for the vague and often complete lack of definitions of 
the disorders described.
Psychological Treatment Approaches To Personality Disorders
The literature on treatment effects with respect to personality change or reduced social 
deviance is limited. Specific categories of disorder have not usually been distinguished 
as some researchers have argued that there are sufficient commonalities among these 
disorders, for example lack of trust or deficient affective responsiveness, to ignore
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specific categorisation (Carney 1978).
Psychoanalytic and cognitive-behavioural approaches are both productive in identifying 
the "core" problems in treating PD. As Blackburn (1990) suggests, the difference 
between the two lies in how these core structures are accessed and modified. In 
psychoanalysis the core structures are believed to be unconscious and not easily 
available to the patient, whereas cognitive therapists believe the products of this 
process are largely in the realm of awareness (Ingram and Hollon 1986). It is 
generally accepted that PD, having been present for a large part of the individual’s 
life, regardless of aetiology is likely to be more resistant to change than disorders of 
shorter duration (Kellner 1982).
Methodological flaws with most studies include lack of outcome or follow up data and 
control samples raise the question whether improvement is due to treatments 
themselves or emotional support from group or individual therapy. This latter issue 
has in part been addressed by some single case studies (Turkat & Maisto 1985, Turkat 
& Levin 1984) but generalisability of findings then becomes questionable.
Psychodynamic psychotherapy
Psychotherapy has always maintained that PDs are part of its territory and has 
persevered in its attempts to understand and modify the difficulties experienced by PD 
patients.There are conflicting views of the usefulness of a traditional approach with 
certain groups of PDs: those researchers that advocate its use with some Antisocial
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PDs (Gerstley 1987) suggesting they can form a therapeutic alliance; others have 
found this approach with Antisocial PDs useless (Conte 1991). The traditional view 
with psychopaths is that they are unbeatable due to the absence of neurotic conflicts; 
resistance to treatment, manipulation, use of primitive defences, poor therapeutic 
alliance and strong counter-transference reactions pose obstacles to obtaining 
insight/self-awareness (Blackburn 1993). However it is believed by some that anxiety 
and depression may often be present in psychopaths which renders them potentially 
treatable (Vaillant 1978).
The main psychodynamic approach to PD views character types as reflecting 
distortions in the development and use of primitive defences against trusting 
relationships, resulting from early rejection and abuse. Antisocial behaviour is 
therefore seen as an expression of the underlying personality disturbance. The 
therapist’s aim is to provide insight to patients allowing them to address maladaptive 
defense mechanisms, increase self-esteem, and self-control by encouraging taking of 
responsibility (Dolan and Coid 1993).
The literature is dominated with psychodynamic approaches to Borderline PD with 
little or no focus on other PDs (Meares 1994, Waldinger 1987). There are no 
recommended specific psychotherapy techniques but there are the two influential 
schools of thought. It is agreed by both that major disruptions to development must 
occur before the age of 5 years. Kernberg (1993) from the classical psychoanalysis 
domain, proposes a conflict model. This views Borderline PD as arising from the 
intensity of destructive and aggressive impulses, and relative weakness of ego
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structures and availability to handle them. The individual uses the development of 
early defences in an attempt to separate contradicting images of self and others in 
order to protect positive images from being overwhelmed by negative and hostile ones. 
In contrast to this, Kohut (1977) bases his interpretation on the Psychology of Self, 
and proposes a deficit model. The core of the disorder is seen as self-object failure ie. 
the child’s experience of the care giver is not as an object in relation to the subject 
but is sensed as part of the child’s personal system. The deficit results when the parent 
fails as a self object, and the impingement obliterates the emergent ‘inner experience’. 
These two models focus on very different aetiologies for Borderline PD which 
therefore influence the emphasis of the therapy. However the former is the most 
influential in the current literature, although there are no documented explanations for 
this.
In reviewing the literature it is evident that there are few controlled outcome studies 
and most suffer from methodological problems such as short-term or no follow-ups, 
poorly defined/small samples, short-term /poorly described therapies, and the use of 
subjective outcome measures. There are too few controlled studies to recommend any 
specific psychotherapy technique for most PDs. Over the last three decades there have 
been a notable minority of researchers (Gunderson 1984 and Kemberg 1975 in the 
USA) who have worked on the dynamics of Borderline PD and Narcissistic PD whose 
roots have been in the concern for the structure and development of personality and 
intrapsychic phenomena.
One of the main criticisms of the psychodynamic approach is the high drop out rate
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of patients unless on probation or court orders. This has been attributed to the 
transference feelings of mistrust (Veraldi 1990) or as a result of being unable to 
handle frustrating and depressing events (Vaillant 1975). Most studies of out-patient 
therapy have been enforced or imposed treatments (Reckless 1970, Carney 1977) and 
have shown limited success. Reckless who studied antisocial and disturbed behaviour 
in women, found that 16 out of 21 of these women had given up antisocial activities 
and maintained jobs/studies following individual and group therapy. However the 
women who improved were termed ‘pseudopsychopathic’ with no clear diagnostic 
criteria used and the study failed to follow up individuals. Carney’s study, again with 
no control group, used outpatient group therapy with aggressive PD male offenders 
on probation and reported significant improvement on community adjustment at 9 
month follow up. However there were neither changes on psychological measures of 
personality (ie. MMPI) but a decrease in violent behaviour was observed.
Success of psychotherapy has also been shown with out patients but short term 
therapies provide little evidence of major personality change. Persons (1965), in a 
controlled study using eclectic psychotherapy showed significant effects of individual 
treatment after 20 sessions. Subjects were randomly assigned to therapy or no therapy, 
and self report tests of psychopathy (PEAQ - Personal Experience and Attitudes 
Questionnaire, Appelzweig et al 1958) and anxiety (Taylor Manifest Anxiety Scale, 
Taylor 1953) were administered before and after treatment. However, improvement 
was limited to the duration of therapy. One of the largest controlled studies of PD and 
psychotherapy outcome was carried out by Woody et al (1975). They found that male 
opiate addicts with Antisocial PD showed little change on a variety of psychiatric or
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psychological measures compared with Antisocial PDs who were also depressed. 
However therapy lasted only 11 sessions which may have limited any major changes 
in personality. Although the researchers conclude that successful programmes maybe 
those that deal with neurotic PDs, the findings may also suggest that improvement was 
attributable to improvement of the concurrent affective disorder and not the PD at all.
Psychotherapy in prisons and maximum security hospitals is often group based. It is 
advocated by researchers in the field that continuing support on discharge is important 
in success, although this requires further research. The outcome measure often used 
to test for treatment effectiveness is recidivism. The problem with using this alone is 
that it neglects the influence of other factors on reoffending -availability of finance, 
accommodation, social support. Despite this, some studies have found that 
psychotherapy has reduced recidivism rates directly after release. Jew et al (1972) 
offered an 18 month group therapy programme and showed that recidivism was 
significantly lower in the first year after release, but this was not maintained 
subsequently. They point to a lack of adequate parole facilities as a contributing 
factor. In contrast, Carney (1978) found low rates of recidivism for institutionalised 
psychopaths after both individual and group therapy and 3 years supervised parole ie. 
7% in treated and 37% in institutionalised individuals.
Conflicting findings have been found for the use of group therapy with PDs; some 
studies finding success (Cook et al 1991, Gunderson 1984) yet others (Stein & Brown 
1991) finding no improvement. However the latter study using violent forensic 
populations acknowledged that the sample also had high level of concurrent psychoses
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which may have affected group cohesiveness. Variations in outcomes are in part a 
reflection of the evidence that group therapy are is not a unitary concept. 
Traditionally, Borderline PDs were not considered for group therapy because of their 
demands for exclusive attention, paranoid tendencies, constant orientation towards 
bolstering their self esteem, and low levels of personal accomplishment (Horwitz 
1987). However these are also key areas that could be addressed in a group and 
Grobman (1980) describes successful treatment of Borderline PDs with group 
treatments. Horwitz (1987) however, recommends a combination of individual and 
group treatments to benefit patients reality orientation and highlight maladaptive 
chaotic traits.
Many other researchers have also advocated the use of combined group and individual 
psychotherapy and have shown reduced recidivism rates but with no changes in 
psychological measures (Kozol et al 1972, Tuttman 1990, Roth 1990). It is proposed 
that particularly with Borderline PDs the group allows primitive fantasies to be 
stimulated and provides feed back and support and encouragement leading to personal 
growth, whilst individual therapy then explores these issues in more detail.
Some researchers have advocated the need to modify traditional psychotherapy 
techniques to overcome features including inconsistency, unreliability and lack of 
motivation in PD patients (Vaillant 1975, Veraldi 1990). Modified approaches of 
psychotherapy have been reported to be successful. The form of the modifications is 
not clear from the literature, however some advocate a supportive approach (Frosch 
1983), whereas others describe success with a more directive and confrontational
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approach stressing limit setting (Vaillant 1975, Veraldi 1990). Again the studies fail 
to provide outcome data. Group therapy techniques have been developed into the 
Therapeutic Community (Maxwell Jones 1963). This approach assumes that active 
participation in a supportive climate, in which negative interpersonal behaviour and 
feelings are openly examined will lead to increased self awareness, self esteem, 
internalised control and personality change. It is not strictly a psychodynamic 
approach, (and therefore will not be dealt with in detail here) but is commonly 
advocated as the treatment of choice for PD (Gunn et al 1988, Copas et al 1984, 
Cullen 1992).
The process of psychotherapy is difficult to evaluate and does not readily lend itself 
to concrete, categorical techniques that can be measured. However, recent directions 
in psychotherapy have attempted to highlight the nature of the process that signifies 
improvement. Holmes (1993), with an approach based on Bowlby’s attachment theory, 
suggests that establishing a secure base of attachment results in the emergence of a 
narrative involving metaphor, and that the therapist’s skill is in being alert to the 
patients concrete utterances as metaphors. Similarly, Meares (1994) suggests that 
improvement clinically occurs with a corresponding change in the language of the 
therapeutic interaction ie. ‘it becomes associational, abbreviated, and asyntactic and 
differs from the adaptive, linear, syntactical logical speech directed towards the social 
environment’. It is believed that this former language is not manifest after 5 years of 
age, where it becomes internalised as the language of ‘inner life’. If this is the case, 
then the change in narrative could potentially be considered a useful measure of 
improvement in the person generally. However, further research is needed in the
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development of techniques which could evaluate this process of changing narrative.
Cognitive-Behavioural Studies
Cognitive-behaviour therapy is in the early stages of development as a treatment 
approach to PDs. This is particularly apparent from the meagre amount of published 
outcome studies, with most quoted work focusing on behavioural therapies.
Cognitive-behavioural conceptualisation of PD rests on the direct translation of PD 
categories into belief systems that would appear to underlie them and is not derived 
from any established theory of personality or empirical research (Blackburn 1990). 
Cognitive theorists believe that dysfunctional feelings and conduct are largely due to 
the function of schemas that produce consistently biased judgements and concomitant 
consistent tendency to make cognitive errors in certain types of situations (Beck & 
Freeman 1990).
In the past, most interventions with aggressive offenders have tended to be behavioural 
therapies, for example, social skills training is used with sex offenders (Howells 1976, 
Crawford & Allan 1979). Some initial reduction in recidivism has been observed after 
using behavioural programmes for young offenders (Stermac 1986, Vaillant & 
Antonowicz 1991) although results have not been maintained in the long term (Cohen 
& Filipczak 1971, Moyes et al 1985). More recently the use of behavioural 
interventions has been considered to be of limited benefit due to the focus of early 
workers being strictly skill orientated and situation specific therefore neglecting 
intrapersonal influences on behaviour such as cognitions (Sellars et al (1992).
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Cognitive-behavioural therapy does not claim to treat the entire personality as with 
psychodynamic therapies but aspects of behaviour and attitude. Patients quite often 
appear for therapy with presenting issues other than personality problems, most often 
with complaints of anxiety or depression (Blackburn 1993). If affective disorders can 
be addressed by tapping underlying schemas, aspects of the personality may also be 
addressed indirectly.
Blackburn (1990) suggests that each PD is characterised by a distinct cognitive profile 
reflecting a composite of beliefs, affects, and strategies organised around a general 
theme of the nature of the self and others - for, example, Antisocial PD patients core 
beliefs relate to ‘looking out for the self and an entitlement to break rules leading to 
a strategy of attacking or exploiting others’. Therefore this approach addresses the 
cognitive mediators of deviant behaviour.
Cognitive-behavioural programmes usually focus on a specific response tendency or 
a behavioural feature or offence category, for example assaultative actions or sex 
offending; anger problems are among the criteria for defining Passive -Aggressive, 
Borderline and Antisocial PDs and therefore thoughts mediating anger outbursts are 
often targeted for cognitive-behavioural intervention. There has therefore been a shift 
in emphasis from a purely skills deficits (molecular) approach to a more molar 
approach encompassing cognitive schema which dictate a generalised behavioural 
strategy (Beck & Freeman 1990). Beck & Freeman (1990) argue that schema are 
difficult to alter and are firmly held in place by behavioural, cognitive and affective 
elements, therefore an approach strictly addressing any one of these areas alone will
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not be effective; all three areas need to be addressed.
As with psychodynamic psychotherapy, cognitive-behavioural therapists recognise that 
therapy needs to be long term given that the task involves asking a PD patient to 
redefine themselves or give up who they are. It seems intuitively logical that this may 
cause some anxiety. Rather than anxiety being an obstacle to progress, cognitive- 
behavioural therapists see this as an indication that primitive cognitive levels have 
been activated which can be explored, although concurrent anxiety management may 
be necessary.
One of the main problems in reviewing outcome studies of cognitive-behavioural 
treatments for PD, is that treatment approaches tend to be poorly defined. Often, 
approaches claiming to be cognitive-behavioural are contaminated with other 
approaches such as supportive psychotherapy, or are strictly cognitive with no 
behavioural element. Frequently a number of approaches are used which are packaged 
together by researchers and subsumed under the heading cognitive-behavioural 
treatments but no one package is advocated in the literature. These factors therefore 
render evaluation of the successful elements of treatments impossible. For example, 
Grounds et al (1987) used an eclectic programme for psychopathic disordered patients 
at Broadmoor, involving individual and group therapy integrated with cognitive- 
behavioural methods. The therapies included social skills training, anger management, 
sex education, cognitive therapy for depression, however there was no evidence of 
long term follow-up improvement. Similarly Dell & Robertson (1988) reviewed 
therapies employed with 106 psychopaths at Broadmoor and found that a diverse range
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of approaches were used, with no particular approach being advocated.
The effectiveness of cognitive-behavioural therapy is not apparent from outcome 
studies due to the limited published research and methodological difficulties 
reminiscent of those in psychoanalytic literature. A number of studies have reported 
evidence of "improvement" in their samples of aggressive and violent psychopaths. 
However outcome measures vary considerably between studies making comparisons 
of success difficult. For example, Fredriksen & Rainwater (1981) showed improvement 
in voluntary inpatients after social skills training, cognitive restructuring and self 
control for problem drinking, for 1-3 months. Only 5 of the patients were followed up 
for 4 years and all showed a decrease in frequency/severity of explosive outbursts but 
continued to have psychiatric problems. However, Stermac (1986) used cognitive- 
behavioural anger management with 40 male offenders, and all showed significantly 
reduced scores on the Novaco Provocation Inventory after six sessions of therapy. 
However there were no follow up data. Similarly Vaillant & Antonowicz (1991) using 
cognitive-behavioural approaches found increases in self esteem, lowered state anxiety, 
on measures including the Minnesota Multiphasic Personality Inventory (MMPI), State 
Trait Anxiety Inventory (STAI) amongst others. However there were no comparison 
groups.
There have been conflicting findings for the treatment of specific PDs, with cognitive- 
behavioural therapy. Rush & Shaw (1983) found that Borderline PDs accounted for 
a substantial proportion of negative outcome measures in cognitive therapy for 
depression. Stravynski, Marks & Yule (1982) compared short term social skills
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training and in a combined social skills training with cognitive therapy with Avoidant 
PD patients. They found an increase in social interaction and decreased social anxiety 
treatment, but no differences between the effects of the two treatments. Yet Fleming 
(1983), Freeman (1990), and Linehan (1987), all report success in the use of cognitive 
therapy with PD patients in general.
Most outcome studies have been short term and therefore not sufficient to effect 
changes in personality. Although it is noted that Antisocial PDs are difficult to engage 
in cognitive-behavioural therapy (Turkat & Maisto 1985) when longer term cognitive- 
behavioural therapy is conducted, individual case reports are promising (Beck & 
Freeman 1990, Blackburn 1992). It has also been noted that the interaction between 
traits and symptoms is such that the prognosis of a symptom disorder is worse in the 
presence of a PD and vice versa. This finding has been supported by Stone’s (1993) 
excellent review of 61 outcome studies of PD from 1980-1989. Similarly, Shea et al 
(1990) in a large treatment outcome study of depressive disorder in outpatients. They 
randomly allocated subjects to 1 of 4, 16 week treatment conditions, which included 
cognitive-behavioural, and interpersonal therapy. It was found that patients with PD 
(74% of the sample) had significantly worse outcome on social functioning than 
patients without PD and therefore were likely to have residual symptoms of 
depression. There were no differences in the effectiveness of the two treatment 
approaches.
Conclusion
It is apparent from the literature that evaluation of treatment approaches to PD are
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generally methodologically flawed. Although psychodynamic psychotherapy has 
provided some evidence for success, therapies have often been short term and there 
have been no noted long term changes in personality. It is recognised that the process 
is difficult to measure although newer developments in analysing discourse are 
promising (Meares 1994). Cognitive -behavioural therapies have provided some 
limited evidence for success with symptoms associated with PD but again poor 
evaluation of treatments prevent its recommendation as a treatment of choice. It maybe 
that different therapies are better with different PDs but there is a tendency in the 
literature to use psychopathy and PD in global terms which therefore may obscure 
treatment effectiveness. The main difficulty seems to have been whether to address the 
PD itself or ‘symptoms’ or behaviours associated with it; the overlap of PD with 
offending behaviour has made this issue even more complex.
There are three central issues that render evaluation of treatment outcome studies for 
PD difficult. Firstly descriptions of samples are frequently unclear and PDs are often 
undifferentiated. Secondly, methodological problems include little or no long term 
follow up and utilise inadequate outcome measures. These prevent evidence of long 
term change in personality or behaviour. Thirdly, the reported treatment approaches 
are often ill defined, non-pure or modified without the details of these changes.
It seems that researchers have been unclear as to whether to use standard therapies, 
to adapt them, or to develop new techniques. Until studies effectively show the 
inadequacy of using standard therapies, researchers must have little need to develop 
new therapeutic approaches and this is evident from the literature. Future directions
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in outcome studies need to address this issue ie. compare standard approaches with 
new or modified ones. More importantly researchers need to identify the effective 
elements of treatment packages currently deemed successful in the treatment of PD 
in order to justify recommending their treatment of choice.
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A Critical Review of Psychological Approaches to the Understanding 
and Treatment of Deliberate Self Harm.
37
INTRODUCTION
The plethora of literature on the subject of harm inflicted on oneself, has mainly 
focused on the distinction between suicidal intent and intent to harm (without a wish 
to die), or has focused on its perceived function, inevitably varying according to the 
theoretical orientation of the researcher. Few researchers, with the exception of Ross 
and Mac Kay (1979) have extended these theories, to provide the Clinician facing this 
disturbing behaviour, with an effective, evaluated treatment of choice. The current 
critical review aims to provide a perspective on the understanding and treatment 
approaches in management of self harm to date.
Definitions and Distinction From Suicide
Deliberate Self Harm (DSH), as it will be referred to here, has been referred to by 
many other names, some of which are used to refer to the behaviour in certain 
populations. For example, in the general population (without learning disability) DSH 
has been used interchangeably with terms such as self mutilation, self abuse, self 
stimulation, demonstrative self injury, amongst others, (Kahan & Pattison 1984). Self 
injurious behaviour (SIB) is the label often used for self harm in people with learning 
disabilities, and for the purpose of this review, SIB will not be discussed in detail as 
understanding and approaches to treatment of this population are generally more 
specific to the learning disability and are well documented. Definitions and labels 
have attempted to distinguish DSH from suicide or suicidal intent. Researchers have 
argued that DSH constitutes a non-suicidal behaviour with particular clinical features, 
and differences in the population being described. For example, it is well
established in the literature that DSH is more common in young people whereas 
suicidal intent is more common in people over the age of forty-five (Morgan 1979). 
DSH has been referred to as acts of "lower lethality", of chronic repetitious patterns, 
followed by a sense of relief after the act, few death orientated thoughts and is equally 
frequent in both sexes (Kahan & Pattison 1984). Those who die from the act of DSH 
are more typical demographically of suicide than DSH patients (Morgan 1979).
The key to the distinction is that people who DSH use low level lethality to inflict 
harm and to avoid death, whether the act is direct (implying a conscious intent to 
DSH) or indirect ( as a secondary consequence to another behaviour); suicidal acts 
tend to be of medium to high lethality with intent to die (Morgan 1979), although it 
is not always clear whether this intent is conscious. There is also a significant 
difference between suicide and DSH in associated psychological symptoms. 
Associated with DSH are despair, anxiety, anger, cognitive restriction. In contrast 
with suicide, there is a greater incidence of feelings of worthlessness, hopelessness, 
and helplessness.
DSH can take almost any form and is inflicted on any part of the body but the most 
common form is that of cutting the wrists and arms, supported by Favazza & 
Conterio (1989) who reported that 72% of their sample of 240 self harmers, used 
cutting and is particularly prevalent in patients with Personality Disorder. The wide 
variety of known methods are too numerous to mention but the more commonly 
observed in psychiatric patients include, hitting, biting, ingesting, inserting, burning, 
constricting, ocular self enucleation and genital mutilation (Ross & MacKay 1979).
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Patients report an absence of pain during the act and can often be sutured without 
anaesthetic (Simpson 1986).
Diagnosis & Classification
At present, self harm is a clinical feature of broader diagnoses in DSM III R ie. 
borderline personality disorder, multiple personality disorder, sexual masochism, 
factitious disorder with physical symptoms, and trichotillomania (Favazza 1989). 
However, in clinical practice, patients who engage in this behaviour are often 
diagnosed as depersonalisation disorder, acute or chronic psychotic disorders, major 
affective disorders, and various medical conditions (Feldman 1988). In ICD 9CM 
there is a separate diagnostic classification of "suicide and self injury" yet authors 
have argued that the intent behind these is different (as shown by lethality of the act) 
and therefore a distinction in terms of diagnostic criteria and labelling is important 
(Tantum & Whittaker 1992, Kahan & Pattison 1984). If a self harming individual 
does not meet the criteria for borderline personality disorder or anti-social personality 
disorder, the DSM III R diagnosis of ‘impulse control disorder - NOS’ has been 
applied. Some researchers have argued for a "DSH syndrome" which they believe 
consists of four essential features (Kahan & Pattison 1984); a clinical course of typical 
onset in late adolescence, with multiple recurrent episodes, with multiple methods of 
low lethality physical self injury, extending over many years.
Association With Other Disorders
Many of the discussions around the distinction between DSH and other life threatening 
behaviours are based on the view that DSH occurs across all types of personalities,
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character dynamics, neurotic and psychotic disorders, ages and psycho-social stresses 
and should be viewed as a distinctive behaviour not secondary behaviour to another 
disorder (Kahan & Pattison 1984). Although this may be the case, DSH is more 
frequently seen with particular syndromes ie. Munchaussen, Tourettes, Lesch Nyhan, 
Cornelia de Lange. More recently it has been associated with eating disorders 
especially bulimia (Lacey & Evans 1986), dmg and alcohol abuse (Simpson 1976), 
violent offending (Bach-y-Rita 1974) and a history of child sexual abuse. While the 
traumatic effects of child sexual abuse are not ignored it has been suggested (Winchel 
& Stanley 1991) that a cause and effect relationship between abuse and DSH should 
not be automatically assumed as it may also reflect a familial predisposition to 
impulsive and perhaps violent behaviours ie. an interplay of factors. The relationship 
between DSH and Personality disorder was supported by one of the largest studies of 
DSH carried out by Putnam et al (1986) who found that 34% of the cases had a 
diagnosis of Personality Disorder.
The perceived function of DSH varies according to its association with different 
disorders. In the case of Lesch Nyhan, Tourettes syndromes etc, the behaviour is 
believed to be the result of an organic impairment associated with the disorder. With 
other disorders such as schizophrenia it is seen as a response to command 
hallucinations or delusions, but with eating disorders, it is seen as a response to low 
self esteem and following feelings of failure after bulimic purging. In patients with 
character disorders ie. no learning disabilities or psychosis, it is seen as an impulse 
control disorder.
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Prevalence/ Incidence
The idea that the ‘typical’ self harmer is an "attractive, young female, intelligent, and 
a user of drugs & alcohol, and is sexually promiscuous" (Rosenthal 1972) is now 
recognised to be an outdated stereotype and unrepresentative of the populations we 
currently see with DSH. Recorded incidences of DSH are unreliable due to definition 
problems (often labelled suicide attempts, attention seeking behaviours etc), under 
reporting (possibly due to stigma or one-off events not reported) and recorded 
statistics often reflecting only one type of self harming act such as overdosing. This 
has resulted in the huge variation of reported incidences of DSH in the literature.
In their review of thirty-three papers on the subject of DSH, from 1960 - 1980, 
Pattison & Kahan (1983) found no gender differences in incidents of self harm ie. 
49% of males and 51% of females. Alcohol and drug abuse seem to be major 
predisposing factors ie. in 36% of cases. More recently, Robinson & Duffy (1989) 
in a study of admissions to a Poison Treatment Centre, report incidence levels of 
656/7887 which support earlier findings of 11.7% (Weissman 1975). Kreitman (1990) 
found that 1 in 600 adults carried out DSH which required hospital treatment.
DSH occurs in many different population groups. It is considered normal in young 
children eg. head banging occurs in 10% to 15% (Pattison & Kahan 1983); however 
most cases occur in late adolescence. Incidences are reported to be highest among 
prisoners, the institutionalised, anti-social teenagers, autistic children, schizophrenia 
patients, and learning disabled or brain damaged patients. Feldman (1988) quotes
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violent and anti-social youth in institutions have an incidence of less than or equal to 
40%; violent inmates or patients have an incidence of greater than or equal to 37%, 
whereas in general male prison populations -Toch (1975), reports a rate of 2.2% - 
7.7%. This is in contrast with the incidence in general psychiatric patients which has 
been reported as approximately 4.3% (Carr 1977, Simpson 1976).
Although Personality Disorders require presence of DSH as part of the diagnostic 
criteria, there are particular disorders within this category that have specific associated 
incidences eg. approximately one third of eating disordered patients also DSH (Lacey 
& Evans 1986, Fallon & Winkel- unpublished).
Morgan’s predisposition correlates from his Bristol study in 1972 are now somewhat 
outdated and there is a need for current confirmation of his findings. He describes 
higher rates in inner city areas where there is overcrowding, lack of domestic 
amenities, and a higher proportion of immigrants, and in individuals with an early 
family history of long standing separation from one of more parents before the age of 
fifteen. The correlation with marital status showed higher rates of DSH in divorced 
persons regardless of gender and lower rates in widows. Recent stressful events 
seemed to be a trigger in 40% which supports more recent descriptions of rising 
tension being a common precipitator.
Repetition and Contagion
Many researchers have proposed factors that may either predict future repetition of 
DSH or make this more likely (Morgan 1979, Tantum & Whittaker 1992, Kreitman
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& Casey 1988). Those factors that seem to be most commonly referred to in the 
literature have included a history of psychiatric treatment, forensic history, persistence 
of the original circumstances, alcohol abuse, separation from parents during childhood, 
by the beliefs about self wounding, by the emotional response to the act induced by 
it, by medicalisation, and a history of sexual abuse. The approach to the management 
of DSH has also been identified as a risk factor by Pierce (1986), who suggested that 
patients who perceived their carers or family as unsympathetic or hostile, were more 
likely to repeat the act. This fits with the understanding that one of the functions of 
DSH is a need to communicate feelings, therefore requiring facilitation and support, 
not hostility.
The act of DSH is often learned and propagated in hospitals and institutions. Although 
this contagion on the surface appears to be bizarre, it has been understood as a sense 
of competition between patients in demonstrating who is the most distressed and in 
an attempt to obtain the same concern and attention often afforded to the self harming 
patient (Simpson 1975).
PSYCHOLOGICAL THEORETICAL CONCEPTUALISATIONS
Although DSH is associated with particular psychological problems or disorders one 
may ask the question - why self harm occurs rather than other behaviours ? The 
conceptualisation or understanding of the origin of self harm varies as a function of 
theoretical orientations or the discipline of the researcher. A great deal of the 
literature has focused on psycho-dynamic explanations and interpretations of the act 
and these in turn have focused more specifically on goals served by ‘self cutting’:
1) Direct sadistic and masochistic gratification.
2) It produces an injury that atones for the gratification it provides.
3) It is a symbolic castration in order to avert real castration.
4) It is a form of self penetration that represents the wishful and feared
penetration by father, or a symbolic substitute for masturbation.
(Novotny 1972)
In psychoanalytic explanations, those who self harm are committing what amounts to 
an antisuicide -cutting is seen as a mechanism of gaining reintegration, 
repersonalisation and a return to reality. The act of cutting is described as tension 
resulting in transition into a state of depersonalisation, and accompanied by feelings 
such as "numb or empty", whereafter the individual becomes engrossed, withdrawn 
and dissociated.
Blood is considered to be a transitional object (Simpson 1976), and is a necessary 
component of the process by which the cutter recathects the depersonalised body 
image and thus re-establishes a functioning sense of the boundaries between inside and 
outside, self and non self. Theorists have tended to link behaviour to preoedipal 
developmental pathology (Graff & Mallin 1967) and development injuries in pre­
verbal stages, hence a relief from tension is sought through physical pre-verbal 
messages. In general patients are viewed as having significant defects in early stages 
of ego development and the act is seen as directed toward internalised representations 
of others or as attempts to undo guilt.
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Despite the apparent feasibility of these explanations for DSH provided by 
psychodynamic theorists, the potential for translation of these into pragmatic 
therapeutic strategies for the clinician is minimal. This is clearly supported by the 
absence of the same in the literature.
Cognitive and cognitive-behaviour therapists have attempted to explain the behaviour 
as a result of the individuals’ restricted alternative coping mechanisms for 
interpersonal and situational crises (Ross & MacKay 1979). Isolation, deprivation, 
particularly within the restrictive regimes of prisons, removes an individuals coping 
competencies and places him or her at the risk of self harm (Bach-y-rita 1974). These 
theorists view DSH as resulting from internalisation of anxieties and an inability to 
express needs verbally due to eg. lack of assertiveness, low self esteem or self 
confidence and the behaviour is maintained by negative thoughts about the ability to 
cope with life stresses and perception of others lack of concern. In line with this, it 
has been suggested that individuals are deficient in both social and relationship skills 
and therefore the therapist needs to help in shaping and reinforcing social skills 
(Walsh & Rosen 1988, Favazza 1987).
Cognitive-Behavioural theories of DSH lend themselves more than psychodynamic 
types, to their direct translation into specific problem or skills deficit approaches to 
therapeutic interventions. Therefore assisting the clinician and the patient in proposing 
alternative behaviours for coping with the underlying distress resulting in DSH.
The social conceptualisation of DSH has been proposed by many authors eg. Burrow
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(1992), Aldridge (1988) & Morgan (1979). Systemic thinking sees DSH as a 
symptom of the wider social context rather than of the individual. Aldridge (1988) 
and others eg. Haley (1980) have hypothesised that symptoms such as self mutilation 
reflect an organisation with a confused hierarchy where no clear lines of authority are 
present, and therefore symptomatic behaviour serves to stabilise such confusion. DSH 
is seen to be maintained by the institutional conflict and the individuals involved in 
the implementation of treatment strategies. These elements therefore recreate a social 
system that replicates core aspects of the family system of the patient.
In institutions this approach places an emphasis on interpreting the behaviour as a 
powerful message about the ward system itself. In forensic populations there is a 
tendency to view DSH as an individuals pathological reaction to confinement 
(Cookson 1972, Cullen 1985). Burrow (1992), in a Special Hospital study, noted 
greater incidences on ward areas compared with side rooms or bedrooms, implying a 
possible attempt by patients to convey their needs to staff. Greater incidences were 
also found during the week possibly as a result of a more rigid regime. More 
importantly, there were greater incidences of self harm in women compared with men 
in these populations which is not reflected in the general population. Why is this so? 
Morgan suggested that those women who end up in special hospitals represent more 
concentrated populations of disturbed females than the male population. This 
difference has also been explained by Burrow (1992) as due to female deviance being 
more readily medicalised which may explain the high mental hospital admission rates 
for women generally. Other explanations have suggested that women ‘simply do not 
have the personal coping resources that enable them to adapt to stresses’ (Houtman
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1990), or are socialised in a way that promotes ‘emotional expressivity, caring and 
warmth in contrast with masculinist socialisation which promotes instrumental and 
assertive qualities’ (Burrow 1992). Whilst this may provide an explanation for those 
women who do end up in secure hospitals, it does not account for all those women 
who face similar issues and do not self harm nor the higher proportion of men now 
found to self harm. However, it seems that systemic thinking provides a wider 
understanding of the individuals behaviour in its context, in placing an emphasis on 
studying the organisations conflicts and ability to resolve them. Levels of DSH during 
periods of organisational change could potentially be systematically evaluated to 
examine this relationship.
Functions of DSH
Explanations for possible functions of the behaviour are as numerous as the variety 
of methods employed in acts of self harm. Ross & MacKay (1979) have provided the 
longest list of functions, 25 in all. These include rituality, death wishes, manipulation, 
risk taking, retaliation, depression, tension relief, drug related, attention seeking 
amongst others. They refer to some of these as the ‘plogglies’ of researchers ie. 
explanations given which have no theoretical basis or any rationale but are conjured 
up as a last resort to explain difficult behaviour!
Ross & MacKay (1979) argue that all the factors identified or causal to DSH are also 
found in other patients who do not self harm and therefore one cannot infer direct 
relationships, which adds to the problems of researching DSH. Morgan (1979) 
reviews what he calls motivating factors behind DSH but focuses mainly on
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intrapsychic functions (cf. psycho-dynamic explanations) and appeal in communication 
(cf attention seeking, plea for help explanations).
In interviewing patients themselves, following acts of DSH, there is a clearer 
understanding of the underlying motivations. Birchnell & de Alarcon (1971) study, 
found that only a small minority of patients wished to die and fewer of these actually 
expected to die (25% of females 28% of males). Later studies,( eg. Bancroft et al 
1976) showed that relief from state of mind was the most common cause (52%), 
followed by escape from a difficult situation (42%). In examining the associated 
feelings, findings showed that loneliness was the most common (58%), closely 
followed by feelings of failure in 52%.
Podvol (1969) highlighted the importance of the stigma of DSH and the effect this on 
self harming patients identity. Their identity becomes little more than the act itself 
and patients often will be referred to by carers as ‘the cutter’ or ‘the self harmer’. This 
could be interpreted as a function of carers’ frustration and feelings of helplessness, 
resulting in stigmatising the behaviour as manipulative and attention seeking. This 
however allows staff to control and punish the act and not to understand it, yet in 
doing so, this undermines the subjective distress of the patient.
Although there are anecdotal reports of the associated affective states with DSH, there 
is little in the way of recent studies examining the factors immediately precipitating 
the event. In an earlier study Morgan (1979) showed in his study, that reactive 
depression was most commonly reported ie. in 59% of females and 39% of males and
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recent increases in alcohol prior to the act of DSH were found in 17% of males and 
7% of females. The general picture shows that DSH is impulsive, in the context of 
an upsetting event which precipitates an acute emotional upset (usually depression), 
in a vulnerable person not seriously mentally ill and is often facilitated by alcohol 
abuse (Ross & MacKay 1979).
PSYCHOLOGICAL TREATMENT APPROACHES
The treatments of choice in the past have tended to be medication, physical restraint 
or punishment and in a minority of cases admission to psychiatric units if the mental 
illness is florid or there is increased suicidal intention.
Quite often the assessment leads to an understanding of the treatment of choice and 
can take the form of examining whether the intent was to commit suicide or to inflict 
harm for the functions above. The review of literature on psychological treatments 
is limited and there are only one or two treatments designed specifically for the 
treatment of DSH. For example, Prokaletic therapy was developed by Kraupl Taylor 
(1969), which combines behavioural, analytic and cognitive elements. This focused on 
using interpretations for their aversive value, where the therapist expressed his/her 
distaste at the "masturbation" substitute. However there has been no systematic 
evaluation of this approach or reported effectiveness. Milieu therapy as advocated by 
Favazza & Conterio (1988), has incorporated an in patient programme solely for 
treating self harming patients. A "no self harm" contract is made by the patient, 
(which, if broken, leads to discharge from the programme) and patients are then
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encouraged to examine other stresses in their lives. Again a lack of evaluation or data 
makes efficacy difficult to assess.
Other psychological treatments for DSH have included behaviour therapy modification 
(usually for SIB in learning disabled individuals) cognitive behaviour therapy, time out 
and psychotherapy (which has been more extensively documented). The main 
approaches will now be reviewed.
Most therapists refer to the need for limit setting, help to resolve difficulties or 
tolerate them and encouragement of self control and independence. Most of the 
literature on treatment of DSH has come from the domain of Personality Disorder 
treatment. Tantum & Whittaker (1992) described the role of analytic psychotherapy 
as ‘translating the action of self wounding into feelings which supposedly express the 
fears of abandonment, powerlessness, hostility and dependence’. The concentration 
of interventions that increase empathy and closeness between the therapist and patient 
has been important. However, there have been few reports of successful studies and 
most have been anecdotal. Studies have tended to be single case successes (Crabtree 
1967, Siompolous 1974) with the exception of Crabtree & Grossman (1974) who ran 
a programme based on "atmosphere of trust, good feeling, an open door policy" and 
shared experiences. Although findings showed a 94% decrease in DSH in a 
population of psychiatric adolescent patients, there was little detail of the programme 
and therefore one cannot evaluate the components of treatment leading to the success. 
Suggestions that patients have difficulties in verbal expression of emotions, (Crabtree 
et al 1967, Nelson & Grunebaum 1971 and Simpson 1975) have led to brief intensive
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psychotherapy to resolve the problem but with no evaluation. Group psychotherapy 
is less well documented but Robach (1972) reports on interpersonal interaction and 
crisis intervention in group work as being effective. Tantum & Whittaker (1992) 
suggest that although groups may encourage contagion of DSH, the sharing of 
experiences may be beneficial and may increase communication skills.
However, not all reports of psychotherapy have been positive. The cautionary side 
effects are clearly documented alongside successes. The factors delineated as 
contributing to DSH escalation, include the time period during therapy termination, 
or the rising of sensitive issues; these have also been seen to lead to substance abuse 
and suicidal intention (Silver 1985, Tantum & Whittaker 1992, Ross & MacKay
1979). Tantum & Whittaker (1992) proposed that psychotherapy has tended to be 
used with less disturbed patients and that these therapies are therefore not suited to 
more disturbed patients who may require "more flexible and novel" therapies.
The view that patients are maintained in their situation by a lack of alternative coping 
strategies/experiences, and distorted perceptions of the self and others is supported 
by the cognitive behaviour therapists. The emphasis in therapy has been in teaching 
the individual to identify triggers leading to DSH and to train individuals in finding 
alternative coping strategies and methods of communicating their feelings (Walsh & 
Rosen 1988). The underlying feelings of eg. low self esteem, poor assertion skills, 
tension etc, as described earlier, clearly advocate the use of interventions such as 
anxiety management, assertiveness training, anger management and problem solving, 
which address these feelings in particular rather than modifying the behaviour itself.
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The only reported controlled trial using this type of approach is that of problem 
solving therapy but this was applied to 12 suicide attempters (Salkovksis et al 1990). 
The treated patients were seen to be less depressed and hopeless but this has not been 
evaluated with those people who self harm. The lack of social and relationship skills 
leads therapists into therapies focused on shaping and reinforcing social skills whilst 
developing strategies for coping with the realities of life. It appears therefore that there 
is a need to systematically evaluate the effects of interventions in order to clarify the 
contribution that cognitive behaviour therapies make to the understanding and 
treatment of DSH.
Behavioural treatments have been most commonly used with people with learning 
disabilities (Wolf et al 1967, Azrin 1975) and focus on the reinforcing of non-SIB , 
extinction, sensory extinction, alternative sensory activities and overcorrection. This 
approach has been used with non-learning disabled people but has not been evaluated 
as well. Treatments have tended to be cognitive-behavioural rather than specifically 
behavioural, although Carr (1977) made a case for the operant conditioning of DSH 
with little evaluated success. General principles of behaviour modification are 
advocated by most of these researchers when handling the DSH, ie. that 
reinforcement of the act is avoided by treating or suturing the lesion with minimal 
expression and concern or by asking the patient to do this him/herself. Aversive 
therapy and punishment, although not ethical components of behaviour modification, 
have been used by staff as a method of controlling the behaviour rather than treating 
it as a form of communication. Studies using aversive techniques such as electric 
shock (Corter et al 1971), have shown benefits, but their short lived and ungeneralised
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effectiveness render their use questionable and inevitably lead to poor relationships 
between staff and patients.
The therapies described above have focused on the individual’s behaviour or 
underlying distress. In contrast, social treatment as proposed by Aldridge (1988), 
identifies the conflicts within an institution or ward context, as the area for treatment. 
The approach suggests focusing on empowering staff to work ‘together and 
consistently’ with strategies for management and engaging staff and patients in an 
agreement to change behaviour. This aims to overcome personal and environmental 
conflict. Findings in this study reported to have reduced DSH within a week, and 
eliminated it completely at 18 months follow-up in the community. Although this 
approach clearly had its benefits, the sample size of 4 raises questions about the 
generalisability of these findings, and the difficulties in implementing this approach 
with greater numbers of staff and patients (ie. obtaining consistency and agreement) 
would need examining more carefully.
A wide variety of other therapies are reported in minimal detail in the literature with 
no evaluation of their successes other than anecdotal reports. Within these, family 
therapy has been advocated as a way of confronting the individual’s family and 
his/her with their concealment of emotions and existence of secrets (Carroll et al
1980), the benefits of a therapeutic community was proposed by Cullen (1985) in a 
study of female offenders and attributed low rates of DSH to subjective reports that 
‘support, expression, involvement and personal problem orientation’ were important 
factors.
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Compulsive treatments such as seclusion, control and restraint and protective clothing 
have usually (but not always) been used in cases of an extremely life threatening 
nature. It is proposed that these are used only for the shortest time, after consultation 
with the team of professionals involved in the care of the patient and as a last resort 
following other treatment attempts (Tantum & Whittaker 1992). The use of these 
procedures are reported to have their benefits as well as their pitfalls ie. whilst in the 
short term they may help the individual to be removed from sources of stress and 
reduce the extreme feelings of tension or impulse to self harm, seclusion inevitably 
leads to isolation and may feed the need to self harm if feelings cannot be 
communicated verbally.
CONCLUSION
This extensive literature review has attempted to provide a current perspective on the 
understanding and treatment of DSH. There has been a shift in the conceptualisation 
of DSH from being viewed as a form of attempted suicide, to the more recent 
recognition of the behaviour as being an attempt to resolve personal and interpersonal 
conflicts without the intent to die and possibly as a distinctive syndrome rather than 
a secondary behaviour to another disorder. Although this shift has occurred in the 
understanding, it has not led to any further developments in treatments specifically 
designed for DSH. The few exceptions to this observation, have not been 
systematically evaluated and their efficacy remains in question. The most common 
therapies ie. cognitive-behavioural, psychoanalytic are still implemented but without 
a framework specifically relevant to understanding DSH and there appears to be a 
reliance on the control and punishment of the act using more behavioural
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interventions.
The review clearly points to the fact that no one theoretical model or treatment 
approach can alone address the complex facets associated with DSH. Therefore in 
considering treatment approaches to DSH, an emphasis is needed not only on the 
individuals pathology and increasing the individuals repertoire of skills for dealing 
with life stresses but also on the context which may be maintaining the behaviour ie. 
a multifaceted approach. DSH clearly constitutes a major problem for many patients, 
and whilst it may be addressed indirectly in the treatment of any concurrent disorder, 
unless DSH is addressed directly, the repetitive acts of DSH may either inhibit 
patients’ engagement in therapies or reduce staffs willingness to accept these patients 
in therapies which primarily address other issues. This critical review therefore 
supports the view that DSH in many cases needs to be understood in the context of 
the maintaining environment (Aldridge 1988), in order that the function of this self 
damaging behaviour be more clearly understood and appropriately addressed.
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A Critical Review of Cultural Issues in the Assessment and Treatment 
of Offenders and Mentally Disordered Offenders.
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INTRODUCTION
The importance of considering the culture of individuals in psychology services has 
been put succinctly by Rack (1982), who suggests that cultural background influences 
‘habitual responses, reactions to stress, concepts of normality, deviance and illness, 
and attitudes to other people - including the practitioner’. Culture has been defined 
most clearly by Fernando (1991) who described culture in terms of an "accumulation 
of knowledge among people constituting a social group, of conceptual structures, that 
determine the total reality of life within which people live and die, or of social 
institutions such as the family, the village and so on" ie. a mixture of behaviour and 
cognition. Questions about the effects of culture on the manifestation of psychiatric 
illness, raises issues about the nature of the illness itself. These lead onto other 
problems that are integral to the whole question of how culture might differentially 
affect perception, cognition and behavioural organisation more generally. The issue 
of culture was first considered with respect to criminality by Thorsten Sellin (1928) 
in his writings ‘the negro criminal’ and later (1938) in ‘culture conflict’, where he 
identified race and criminal justice as an important field of enquiry in the USA.
The concern for discussions regarding culture and criminality seems to have arisen for 
a number of reasons. The literature has provided evidence for the over representation 
of ethnic minorities in prison/psychiatric settings (McGovern and Cope 1987), the 
tendency to adhere to particular diagnoses for ethnic minorities eg. schizophrenia 
(Lewis et al 1990, Jones and Gray 1986), and due to the poor uptake of services by 
minorities (MacCarthy 1988). The issue of culture is pertinent for Clinical 
Psychology in Britain as the profession is comprised of predominantly ‘white’ 
therapists with predominantly ‘white’ clients and has been criticised by researchers
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for the inappropriateness of imposing white middle class psychology frameworks to 
ethnic minorities from very different cultural backgrounds to their own (Nadirshaw 
1992). It is important to note the lack of reference to genetic, biological or physical 
attributes in the definition of culture, as despite this, researchers in the literature have 
referred to cultural differences in terms of ‘whites, blacks, non whites’, therefore 
focusing on differences in skin colour not culture or ethnicity. For the purposes of this 
review, the terms are used as they have been referred to in papers, but the implications 
of the usage of these terms are discussed later.
The present review will focus on the main themes in the literature pertaining to 
ethnicity, diagnostic issues and ‘normal’ behaviour. Cultural issues in the 
psychological assessments and treatments of mentally disordered offenders are 
addressed in detail. In order to set the context, a brief overview of the issues in 
overrepresentation of ethnic minorities in particular services is given.
OVER-REPRESENTATION IN PSYCHIATRIC AND SECURE PROVISION
It has been well documented and a long standing phenomena that blacks compared 
with whites are over represented in public mental institutions and under-represented 
in private in patient and out patient facilities in proportion to numbers in the general 
population, (Walker 1987, Home Office Statistics 1989, De Risi and Vega 1983, 
Reddick et al 1986). In order to set the context of overepresentation statistically, it is 
noted that statistics provided by the 1991 Census reported that 5.49% of residents in 
Britain were from ethnic groups other than white (1991 OPCS Office of the 
Population Census and Surveys). Of this percentage, 29.54% were ‘black’, 49.08% 
were Pakistani, Bangaldeshi, and Indian, and 5.21% were Chinese. The Home Office
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Statistic Bulletin on ‘Ethnic origins of prisoners’ (1986) reported the over 
representation of some, not all, ethnic minorities (West Indian rather than Asian) in 
English and Welsh Prisons, therefore suggesting that global ‘white versus non white’ 
comparisons are not helpful.
Relevant to this review is the reported over representation of blacks in populations 
who are committed involuntarily to psychiatric settings (Rosenfield 1984). Lindsey 
and Paul (1989) reviewed the American literature on involuntary admissions to 
institutions and reported that blacks continued to be over represented among these 
populations. Maden (1992) in an excellent review of the issues of "crime, culture and 
ethnicity" provided British figures for the prevalence of ethnic minorities in prisons. 
Findings showed that in adult male prison populations in 1991, 11% of the male 
population were Afro Caribbean, 82% were white. In women’s prisons 20% of those 
admitted were West Indian or African and a quarter of all women sentenced were 
from ethnic minorities (Home Office Statistics 1989). With respect to the offence 
types committed in these groups, in male populations there was much variation. Afro 
Caribbeans were generally less represented in statistical terms than whites but figures 
were elevated for particular offences eg. rape - whites 78%, Afro Caribbean 15%; 
drug offences - 55% white, 29% Afro Caribbean; robbery - 80% white, 13% Afro 
Caribbean. For women offenders 8% of those sentenced for violence were West 
Indian or African. 40% of those sentenced for drug offences were West Indian and 
African (Home Office Statistics 1989). Women offenders tended to fall into two 
groups. Firstly those who were resident in Britain, and secondly and those who had 
been arrested at airports for drug smuggling but were resident in other countries. On 
a similar theme, there are reports of over representation of blacks in Regional Secure 
Units (Cope & Ndeqwa 1989), in control and restraint procedures (Carpenter et al
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1988) and in those admitted on Sections 48/49 of the Mental Health Act (MHA) 
1983, (ie. transfer of remanded prisoners requiring urgent psychiatric treatment). 
Overall, statistics reflect a consensus that ‘blacks’ are over represented in secure 
settings and in recordings of particular offence types. With respect to ethnic origins 
of offenders, it has been suggested that this affects reporting and recording of 
offences. Stevens and Willis (1978) suggest that in crimes against the person, white 
victims of black assailants are more likely to report attacks than black victims of white 
assailants.
It is noted in the literature that police are more frequently involved (eg. with respect 
to sectioning), in black patient contact with psychiatric services (Steadman 1990, 
Thomas & Stillen 1972). There have been statistically significant differences in the 
numbers of Afro Caribbean clients compulsory detained compared to the white sample 
when looking at first psychiatric admissions to hospital (Harrison et al 1989). There 
is evidence that mentally ill individuals have an increased vulnerability to detection 
(possibly due to perception of the mentally ill behaviour) and arrest by police 
(Robertson 1988). In addition, there is evidence that Afro Caribbeans are over­
represented in police arrest statistics (Stevens & Willis 1979). This may suggest that 
the combination of being mentally ill and arrest prone contribute to higher proportion 
of psychotic Afro Caribbeans compulsorily detained.
Main Themes in the Literature
Classifications of Ethnicity
The main criticism of the literature in this area refers to the distinctions made in 
describing ethnicity. The literature contains a vast array of dichotomous classifications
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forming the basis of ethnic group categories eg. white versus non white, white versus 
black, white versus particularly identified ethnic groups (Asian, Afro Caribbean, West 
Indian). Other researchers have attempted to be more specific and understanding of 
individuals with different cultural backgrounds ie those who are native to a country 
and those who were bom in the country of their cultural origin (Cochrane 1979). Less 
helpful are geographical distinctions ie. western versus non-western (MacCarthy 1988) 
which do not identify specific ethnic group differences or needs and assumes that 
"westerners" are a homogenous population as are "non westerners". The most useful 
distinctions have been specific ethnic groupings which consider descendants of 
specific cultures bom in countries other than their parents and the impact of these on 
their identity with either culture eg. Bryan (1989). He acknowledged that any 
individual from any culture will not automatically identify with it but may be at 
different stages of the process of identity and integration with the culture in its 
development.
The lack of clarification in ethnic groupings is most apparent when the focus is on 
prison and secure psychiatric settings. Afro-Caribbeans and Asian groups are most 
commonly described with other groupings rarely mentioned; the few exceptions 
include Hispanic (Carpenter et al 1988, Flaskerud and Hu 1992). The studies have 
neglected descendants of particular ethnic groups who were born in other than their 
own cultures or indeed the relationship of this with criminality. This suggests that 
regardless of talking about race, ethnicity and culture, methodology has tended to rely 
on skin colour.
Diagnostic issues
The literature has tended to focus on diagnostic issues as an explanation for the over
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representation of ethnic minorities in psychiatric/ correctional settings. Several 
suggestions that black patients are more likely to be given the diagnosis of 
schizophrenia are quoted in the literature, although there are conflicting findings; those 
that support the difference (Baskin et al 1981, Jones and Grey 1986, Flaskerud and 
Hu 1982, Brown 1990); those that report no differences (Griffiths 1985, Sommervell 
1989, Armstrong 1984) and those that suggest findings are inconclusive due to 
methodological problems or even when methods employed are similar, results have 
been inconclusive (Golding et al 1990, Karno 1989). Maden (1992) in a Special 
Hospital survey, studied a 20% cross sectional sample drawn at random across the 
three hospitals and reported that 14% of the population were black, 83% white and all 
except one of the blacks were diagnosed with mental illness according to the Mental 
Health Act 1983 and none were given the diagnosis of psychopathic disorder. Yet 
23% of whites had been given this label and only 53% of whites had been given the 
diagnosis of mental illness.
Reasons for misdiagnosis may include medical bias ie. labelling of ‘bad behaviour’ 
as ‘mad’ due to poor understanding of the expression of distress when it differs from 
western expression or understanding and does not fit these classifications systems. 
The ‘doctors dilemma’ (Kareem and Littlewood 1992) arises in the assessment of 
psychological expression of distress and presence of abnormality, content of 
hallucinations and delusion which vary in different cultures and misinterpretations 
may reflect the way a community structures its experiences. This issue raises the 
question as to whether mental illnesses in different societies are identified by a clearly 
defined set of features or whether mental illness is merely a convenient rag bag for 
unacceptable behaviours (Littlewood and Lipsedge 1982).
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Alternative explanations for over representation of particular ethnic groups have been 
numerous. A review by Lindsey and Paul (1989) notes explanations such as genetical 
proneness to mental disability in blacks compared with whites; a vulnerability to 
mental disability due to low socio-economic positions and deprivation/stresses 
associated with poverty; vulnerability due to social isolation, weak family and social 
relationships and the absence of supportive social networks in inner city ghettos; 
conflicts arising from immigration to cultures with very different religious 
observances, family structures, and beliefs and moral values; the fact that blacks seek 
out and are brought to mental facilities at a more deteriorated stage of functioning and 
there is discrimination in police commissions and arrests. This list illustrates the points 
at issue ie. sociological, psychiatric, psychological and the lack of conclusive findings 
for the reported over-representation.
Concents of ‘normal’ and ‘abnormal’
A major theme in the literature has been the differences in moral values, attitudes and 
beliefs in different cultures. The debate of what is abnormal and normal again is one 
which is well documented (Triandis and Draguns 1980, Littlewood and Lipsedge 
1982), therefore only aspects of the debate relevant to criminality will be outlined 
here.
Deviance is a social concept based on a society’s view of acceptable and not 
acceptable behaviour. Deviance can be tactfully licensed by society which determines, 
as with normality, how it should be patterned, for example some behaviours are 
appropriate in a theatre or circus but not in other settings. This distinction may have 
been applied to symptom expressions of illness, while some societies are accepting of 
‘bizarre’ behaviours and others viewing them as pathological. Violence and
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aggressive behaviour are disapproved of in most cultures yet the same forms of 
violence are not observed in every society. For example some have institutionalised 
aggressive behaviours eg bull-fighting, wrestling, boxing. Mental illness may be seen 
in the same way ie. ‘symptoms’ such as delusions may be merely beliefs of an 
individual which are not usual to those in the host community eg. beliefs in spirits, 
particular gods, spells etc. Delusions can therefore be described as those beliefs 
which are not empirically true and which are not sanctioned by a particular culture. 
Moodley & Perkins (1991) showed that many individuals admitted to psychiatric 
hospitals lacked insight ie. did not consider themselves to have a mental illness within 
a psychiatric framework. However there are other frameworks within which a person 
understands their difficulties, including religion, physical/biological, social or 
psychological. A person may hold a range of frameworks which may be mutually 
incompatible (Moodley & Perkins 1991). This may be particularly pertinent in 
understanding cross cultural differences in beliefs about illness.
It appears that pathology and the criteria for this are applied subjectively. The concept 
of pathology may change at different times and not be shared by different groups. 
Behaviour seen as abnormal in one culture or seen as abnormal by an outsider raises 
the issue of on what basis are we defining pathology and to what extent is the 
definition susceptible to cultural variation. From the literature it seems that this 
difficulty has been resolved by a tendency to apply the diagnosis of schizophrenia 
(Neighbors et al 1989), rather than tempting doctors to diagnose personality disorder 
or affective disorders. Therefore not only is odd behaviour pathologised but also 
labelled as an illness, possibly due to a poor understanding of personality and its 
repertoire of expression in other cultures. It appears that personality disorder is a 
social construct yet there is little questioning in the literature of whether other cultures
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have similar concepts of personality disorder or have their own. In one relevant study, 
Guthrie (1972) found characteristic behaviour patterns in sub groups of Filipinos 
society which were similar to the anti social personality described in the USA, but 
concluded that the behaviour was situations specific and time bound and not sharing 
the inflexibility and repetitiveness which are the hall marks of personality disorder. 
There were no other documentations to date in psychological literature of comparative 
studies of personality disorders across cultures.
ISSUES IN ASSESSMENT
Medical Assessment
Often the aim of psychiatric assessment is to make a diagnosis. Diagnostic 
classifications omit differences in culturally relevant functioning (ie. social and 
personal) and can therefore be considered inappropriate with respect to black white 
comparisons (Jones & Grey 1986, Westermeyer 1987). Diagnoses are made on the 
basis of an array of gross behaviours, and are not inclusive or exclusive with respect 
to violent acts and verbalisation. Therefore they can not provide relevant information 
for dangerous dimensions, pertinent to the assessment of involuntary commitments. 
Lyndsey and Paul’s (1989) extensive review of the American literature on involuntary 
commitments indicated that doctors often ask carers of a patient from an ethnic 
minority if the patient has been engaging in unusual behaviour of late. However one 
may question the validity of using untrained observers or the results of single 
occasions status assessments based on retrospective accounts of past behaviours. 
There have been conflicting findings in involuntary admissions in USA studies, some 
suggesting there are no ethnic differences in these admissions (Covertino et al 1980,
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Okin 1985, Phillips and Nasr 1983) others report clear differences (Soloff and Turner 
1981, Bell and Palmer 1983). Carpenter et al (1988) found that confinement rates 
varied with respect to age ie. younger patients had a higher risk of aggressive 
behaviour, although 26.4% were black and 10% were white and it is suggested that 
age is the variable related to increased involuntary confinement and not race.
Psychological Assessment
One of the main issues for clinical psychology in Britain is in providing psychological 
services to ethnic minorities and the adaptation of a framework and tools which have 
been designed for the white indigenous English speaking population. The services that 
people tend to receive are either inappropriate due to a colour blind approach or all 
presenting difficulties are attributed to the culture (Nadirshaw 1992). There have been 
some attempts such as translation of the literature into other languages, or provision 
of community workers, in an attempt to provide and improve accessibility, but these 
fail to increase knowledge of services or address particular ethnic minority needs.
Many of the assessment tools/procedures used by psychologists and other mental 
health professionals with ethnic minorities are inappropriate. Tests have often been 
standardised on the indigenous white population. Hence norms are inappropriate and 
moreover the items or materials used (or the manner in which they are presented) may 
not be familiar to the individuals culture. In the forensic field, psychologists often 
use personality inventories and the most commonly used is the Minnesota Multiphasic 
Personality Inventory (MMPI). Aside from the problem of the inappropriate norms, 
findings have shown that black patients are more likely to score five times higher on 
the overcontrolled hostility (OH) scale than are whites regardless of offence history
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psychiatric diagnosis, history of physical assault (Hutton et al 1992). This tool is used 
despite the authors (Megargee and Cook 1975) suggesting that racially diverse 
criterion groups may affect the validity of the OH scale. However there are 
conflicting findings, McCreary and Padilla (1977) found that Hispanics scored higher 
than both blacks and whites and the latter two did not differ from each other.
In a general review of the issues of the performance on psychometrics and cultural 
differences, Hickman & Reynolds (1986) reported that regardless of the numbers of 
blacks and whites used in test development, there has been little difference in test 
scores or performance between the groups, suggesting individual (possibly genetic) 
differences rather than test bias. It seems that on the one hand tests underestimate the 
abilities of ethnic minorities, yet on the other, it may show up the unfairness of the 
effects of economic and social deprivation which prevent ethnic minorities from 
realising their full potential.
In behavioural assessments Blacks have also been rated as more symptomatic than 
Caucasians on scales such as the Missouri Inpatient Behaviour Scale (MIBS, Everson 
& Chu 1987) which looks at psychiatric symptoms. On a similar theme, the rating 
of social skills has been show to vary according to the ethnicity of the judges (Turner, 
Beidel, Hersen & Bellack 1984). Black raters rated all subjects as having more 
inappropriate voice tone than white judges, and black subjects were rated as being 
more compliant than white judges rating white subjects. Biases affecting the 
assessor’s perception may have major implications for the patient. In forensic and 
psychiatric fields, if assessments of behaviour are biased on the basis of race, not only 
is the administered treatment misinformed, but the patients liberty is severely restricted 
without cause. Therefore caution is advised in using assessments of these kinds
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particularly open to subjective misinterpretation and the use of assessments informed 
by appropriate cultural norms is advocated.
ISSUES IN PSYCHOLOGICAL TREATMENTS
The assessment and diagnosis of individuals clearly has implications for therapy 
choice. Misdiagnosis or incorrect interpretations of symptom expression or distress 
may lead to inappropriate admissions, medical treatments, or denial of appropriate 
services etc. Littlewood and Cross (1980) studied psychiatric services received by 
patients from different ethnic groups and found noticeable differences in black (West 
Indian, African, Asian) psychiatric out patients who were more likely to receive 
physical treatments like Electro-Convulsive Therapy (ECT) and major tranquillisers 
than British born patients or white immigrants (or from Europe).
Whilst the literature on treatment issues for ethnic minorities is beginning to be well 
documented in general psychology and psychiatry, (MacCarthy 1988, Mahtani and 
Marks 1994, Lau 1984, Bryan 1989, Westermeyer 1987, and Kareem & Littlewood 
1992), there have been no documented treatment recommendations for mentally 
disordered offenders of ethnic minority backgrounds. It remains for the therapist to 
adapt traditional therapies to meet ethnic minority offender needs. Of the documented 
studies, few have designed frameworks specifically dealing with ethnic minorities. 
There are two notable exceptions. Firstly, Purham and Helms (1981) developed the 
Black Racial Identity Scale which recognises the developmental process of racial 
identity which is divided into five stages from the least self secure to most self secure 
and incorporating the degree of internalisation of cultural attitude. It is recommended 
that the framework is used to understand the stage at which individuals are at in order
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to appropriately adapt assessment and treatment However there is no evaluated 
outcome data available for this approach. Secondly, a framework specifically 
designed for blacks is the "Black Metapsychological Practice Model" (Jackson 1980) 
which is in keeping with cultural principles of a collective group responsibility, 
concepts of unity of being or holism and with cultural practice of continuity of 
relationships across structures and settings. The implementation of this model requires 
initial family interaction as the smallest unit of contact with the inclusion of other 
significant individuals and community and professional resource individuals as therapy 
continues. It is suggested that this model can be applied to any individual or cultural 
group. Again, the success of this approach was not documented. However both of 
these models incorporate frameworks attempting to address cultural issues which 
provide a good starting point for informing further research into the applications of 
these to ethnic minority offenders and mentally disordered offenders.
Many researchers have advocated simply using a more flexible approach when 
implementing psychological therapies eg. cognitive behavioural therapy, rather than 
designing ‘new’ approaches with ethnic minorities. Mahtani & Huq (1993) propose 
greater flexibility in group work with respect to boundaries, rules and advocate the 
need for ethnic/cultural matched therapists. However the efficacy of their approach 
was unclear due to the lack of follow up data. In a similar vein, the issue of requiring 
a therapist to be of a similar background/culture has been advocated by many 
researchers (Nadirshaw 1992, Mahtani & Huq 1993, MacCarthy 1988) but Kareem and 
Littlewood (1992) caution that offering a black therapist to a black patient may be 
seen as being offered inferior treatment (given the low prevalence of black therapists) 
or being given ethnically matched or specifically chosen therapists. Whilst this idea 
should be considered as an option it may also provide a convenient excuse for white
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therapists not to confront their own prejudices and not to start working with black 
clients for ‘they’ already have ‘their’ own (Kareem and Littlewood 1992). Inter- 
cultural therapy should not be viewed as a specialised therapy but therapy that takes 
into account these issues.
Researchers with particular therapeutic orientations have attempted to take cultural 
issues into account but these again focus on Clinical Psychology practice in general 
and the literature neglects forensic issues. However the suggestions for adaptation of 
existing therapies will be discussed briefly and the implications for work with 
mentally disordered offenders are raised tentatively as issues to be considered whilst 
recognising the need for more research into this latter issue.
Behaviour Modification
It has been suggested that behaviour modification is well adapted to cross-cultural 
work as it avoids mentalistic constructs and focuses on objective, observable 
phenomenon (Bochner 1982). The problems associated with this therapy are the 
potential issues of control, manipulation and overtones of a master/slave relationship, 
and fears that it may teach minority members to adapt to maladaptive environments. 
This issue is paramount in secure settings where detention and the role of the therapist 
may exacerbate feelings of being dominated and feeling powerless. It also raises the 
issue of what is appropriate behaviour and how this may not be ‘cultural’ behaviour. 
Pertinent to offender populations is the suggestion that sexuality is governed by 
culture specific beliefs and practice. Expectations of male and female sexuality are 
very diverse and the boundaries defining perversity also vary (Tucker 1982) which has 
implications for understanding sex offending and a need for therapists to be aware of 
their own stereotypes and norms of appropriate sexuality. Therefore behaviour
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modification may focus on observable phenomena but these can clearly be interpreted 
subjectively within the cultural framework of the observer. The concepts of 
‘appropriateness’ and ‘acceptability’, pertinent to offending behaviour, are culturally 
bound and therefore modifying behaviour should incorporate not only the values of 
the patients culture but also address its impact on the host culture.
Family Therapy
Western nuclear families tend to have clear differentiation between generations, 
enmeshment is seen as pathological (MacCarthy 1988). Lau (1984) recognises that 
obligation, mutual dependence and continuing loyalty to the parental family, may be 
prescribed with greater or lesser flexibility in roles across cultures; and that the 
definition of between generation boundaries, may be tolerated more in some cultures 
than is acceptable in western middle-class families. Roles often differ, the parental 
child for example is common in Black American and Afro Caribbean families and one 
of the major issues is the conflict between generations and how closely a family 
should keep to its previous tradition. Lau importantly suggests that there are 
symptoms which are culture bound and that family structures that do not conform to 
western nuclear family norms need to be considered. In the light of this, in treating 
ethnic minority offender patients, it may therefore be important to consider the 
extended family and its role in supporting and caring for the patient and familial 
tolerance of outside professionals providing help. Of particular relevance would be the 
family’s influence on the development of interpersonal relationships, familial values 
regarding authority figures and methods of dealing with conflicts informed by its 
culture. If as is suggested in some cultures, obligation and loyalty to the family is 
important, then Western attitudes which encourage adults to gain independence from 
the family may be in question as an appropriate and realistic goal and psychologists
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need to acknowledge the diversity in systemic structures in dealing with ethnic 
minority individuals.
Cognitive Behaviour Therapy
Many beliefs and values which comprise an individuals cognitive set are culturally 
determined. Moral authority is often vested in beliefs and values of the therapist and 
passed on to the patient by a system of rhetoric (MacCarthy 1988). If patients are 
encouraged to acquire a set of cognitions which contradict those prevailing in their 
social network, the new skills are unlikely to generalise outside of treatment sessions. 
MacCarthy (1988) appropriately recommends that therapists concentrate on 
challenging the style of negative thinking making it less ruminative, intrusive and 
inhibiting, rather than prescribing positive cognitions or proscribing negative ones and 
reviews cognitive and attributional differences which may influence treatment 
involvement including beliefs about cause of illness, moral attitudes, concepts of 
personhood, beliefs about control, conflicting expectations and the therapists credibility 
which needs to be considered with ethnic minority patients. With mentally disordered 
offenders, this approach would be most appropriate in understanding and addressing 
attitudes, beliefs and moral values regarding deviance and illness, as these may form 
the basis upon which decisions are made by individuals to behave in ways not 
sanctioned by the host culture.
Psychodynamic Psychotherapy
Cultures which place less value on the existence of the autonomous individual also 
have less faith in power of insight to produce change. The isolated self conscious ego 
which is the subject of many transactions in psychoanalysis may be unavailable to 
introspection or unrecognisable when its boundaries extend to include spirits ancestors
79
or aspects of the physical environment. Feelings which arrive in the transference may 
reflect hierarchy relationships which are partly a product of racism and which are a 
potent source of stress for the patient (MacCarthy 1988). Therefore the therapist 
needs insight into the likelihood of their own racial prejudices. Factors regarding 
treatment involvement have been outlined by Pinderhughes (1973). He describes the 
therapists issues as threats to repress wishes, impulses and drives, and a need to 
protect primitive impulses in treatment of African clients. Whereas client issues are 
seen as excessive denial, intense mistrust and suspicion, passivity, prolonged silence 
during sessions, lateness, non compensation for treatment completed, cremation of 
recurring crisis situations which repeatedly involve the therapist. Knowledge of these 
issues is important as it is not difficult to envisage how some of the behaviours 
described as client issues could interpreted as uncooperative, difficult behaviour or 
even as illness symptoms ie. intense mistrust/ suspicion could be interpreted as 
‘paranoia’! These latter issues may be particularly important for ethnic minority 
patients who are compulsorily detained and especially those for whom the rigid 
boundaries of psychotherapy are unfamiliar to their own cultural form of treatment.
CONCLUSION
There appear to have been two main threads to the debates in the literature on ethnic 
minority populations in the Mental Health and penal services. Firstly there has been 
the issue of bias in diagnostic processes making it more likely that Black individuals’ 
behaviour is seen as deviant. The second issue is that psychological assessment 
procedures have not been standardised for a range of ethnic groups. This prevents the 
clinician from delivering an appropriate and adequate service based on individual and 
cultural needs. The result of this seems to have led clinicians to either deny
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differences and hence taking a colourblind approach, allowing them to use existing 
therapies without needing to question the validity of this approach, or at the other 
extreme clinicians have tended to attribute all differences to cultural behaviour and 
therefore neglecting or minimising the individuals distress.
The two main criticisms of the literature are the lack of evaluated treatment outcome 
studies providing support or otherwise for the use of existing therapeutic approaches 
with ethnic minorities and secondly is the lack of consideration given to the concept 
of deviance in other cultures. It seems important to acknowledge that every culture has 
its norms and deviance and that attributing ‘odd’ behaviour to ‘normal cultural 
behaviour’ does not attempt to address the boundaries of deviance in the patients 
culture. Therefore not only should professionals be considering what is acceptable 
cultural behaviour, but also what is considered culturally deviant behaviour in order 
to obtain a realistic and holistic approach to the understanding of patients behaviour.
It is clear from the extensive review that whilst ethnic minority issues are beginning 
to be addressed in Clinical Psychology generally, forensic psychology remains 
neglected. In order to provide an effective service to this group, there is a need to 
encourage further research into the development of culturally sensitive assessments 
and treatment approaches for use with ethnic minority mentally disordered offenders. 
Areas of priority appear to be in the development of culturally sensitive assessments 
of dangerousness and deviancy, with a particular focus on considering the range of 
expressions of psychological distress across cultures.
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PART THREE 
CLINICAL AUDIT
AN ACCOUNT OF CONTINUING PROFESSIONAL DEVELOPMENT 
UNDERTAKEN IN THE COURSE OF PSYCHD AND THIRD YEAR OF 
TRAINING
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Background
The clinical experience described in this audit was carried out during a third year of 
supervised training, in accordance with the British Psychological Society’s regulations 
for the qualification in Clinical Psychology.
Within this context, my clinical experience has been formally monitored and assessed 
by my Clinical Supervisor and the Clinical Competence Form as required by the BPS 
duly completed (see Appendix 1 pg 189). Consequently this has been accepted by the 
BPS Committee for the Scrutiny of Individual Clinical Qualifications and a statement 
of qualification in Clinical Psychology received (see Appendix 2 pg 201).
My current employment in a large and complex forensic psychiatric organisation has 
facilitated the development of a wide span of skills both clinical, research and 
organisational. The PsychD has formalised my third year of training experience, whilst 
expanding my knowledge and clinical skills base thus strengthening a scientist- 
practitioner approach to clinical practice.
Work with Individual Adults
My clinical practice demands the ability to be adaptive and. flexible to each individuals 
needs. The nature of patients diagnosis, offending behaviour and psychological 
difficulties is diverse and complex requiring consideration and selection of a wide 
range of assessment procedures. This has expanded my knowledge and expertise with 
administration procedures and interpretation of results. I have been able to implement 
this in a variety of contexts including specific assessments, as part of therapy and as
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pre and post intervention measures. In addition to this where formal assessments are 
not appropriate, I have found that close liaison with other members of staff is essential 
to gain feed-back about the clients day to day presentation as a way of monitoring 
change.
In particular I have had to integrate my theoretical knowledge with presenting 
problems to both produce formulation and plans for the most effective way of 
addressing issues in therapy. This also requires the ability to continually use 
information arising from therapy and from feed-back on the client’s presentation on 
the Ward to assess my formulations and re-formulate where necessary.
My clinical experience has consisted of working with mentally disordered offenders 
detained under the 1983 Mental Health Act. Patients present with a range of diagnoses 
the main categories being mental illness, schizophrenia, personality disorder and a dual 
diagnosis of both of these categories. I work with both male and female patients in 
this setting. The role of the Clinical Psychologist is at its most prominent in the 
treatment of Personality Disorders, where currently it is accepted that there is no role 
for the medical profession in the treatment of this disorder. The combination of the 
PsychD academic teaching programme and my choice of academic reviews, has 
enhanced my awareness and understanding of the development of clinically effective 
treatment strategies for personality disorders, self harm and working with patients from 
differing cultures, therefore being sensitive to individual psychological needs and 
diagnosis.
Currently, my duties include performing detailed interviews, assessment of 
dangerousness, functional analyses of index offences, assessments of personal and
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psychosexual development, attitudes to offences, victims and/or illness, and provision 
of recommendations for treatment (see Case Report Six pg 159). Formal assessments 
have tended to focus on personality assessments such as the Minnesota Multiphasic 
Personality Inventory (MMPI), The Special Hospitals Assessment of Personality and 
Socialization (SHAPS). Other assessments have included social desirability scales, 
psychotic symptoms inventory, the Multiphasic sex inventory, depression inventories, 
repertory grids (see Case Report Seven pg 172) and neuropsychological assessment 
(see Case Report Two pg 119). In addition to these, I have constructed my own 
detailed assessment of the social, emotional and communication difficulties in a patient 
presenting with Aspergers Syndrome (see Case Report Four pg 132), but also have 
been able utilise the material used to assess fantasy in my research, in my clinical 
practice (see Case Report Two pg 119).
Interventions using cognitive behavioural approaches have consisted of assertiveness 
training, social skills development, anger management, cognitive rehabilitation of logic 
and reasoning, eating disorders, self-harm, and the effects of sexual abuse. The 
academic reviews for the PsychD were selected to address areas of knowledge 
required in my patient contact (see Academic Reviews on self harm and personality 
disorder) but also to address gaps in the service provided by the psychology service 
(cultural issues in working with mentally disordered offenders).
My role has been as working as part of clinical care teams, linking with psychiatrists, 
social workers, nurses, rehabilitation care staff and external agencies such as probation 
services and Regional Secure Units. I am currently part of three multi-disciplinary 
clinical teams, two for male patients and one for women patients. I regularly attend 
Ward rounds, business meetings and case conferences. Within these settings I am able
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to actively participate offering a psychological contribution in discussions on patient 
care and wider issues in terms of ward functioning and need for maximum security. 
This has given me a valuable grounding in the procedures, skills and application of 
theory to practice in a forensic setting and exposure to the difficult issues in working 
with an offender population.
Report writing is an area of particular importance within the Special Hospital setting. 
I have developed skills in both this and oral communication, feed-back to other 
disciplines in reporting and discussing clients treatment clearly and concisely and in 
a way which can be understood by non psychologists. In order to maintain good 
working relationships with other staff and to maximise the potential for the delivery 
of comprehensive and integrated service, I have to ensure that clients’ primary nurses 
and the multi-disciplinary teams are aware of the work I am conducting with the client 
and any issues that may be effecting the clients presentation on the Ward.
The nature of the service provided by the department enables a wide range of 
experience within the hospital. I have been afforded the opportunity to work in a 
number of different wards with varying client groups and therapeutic regimes. This 
has allowed me to work on the intensive care ward (for patients who are in need of 
a high level of nursing input, or are in crisis, or were difficult to manage elsewhere) 
and high dependency wards (for those requiring a high but not intensive level of 
nursing care - mainly those people with chronic schizophrenia or mental illness), on 
wards which are predominantly for the treatment of sex offenders, and on wards which 
are geared towards a therapeutic community regime for people with personality 
disorders.
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My clinical work has also led me to the supervision of nursing staff in their contact 
with patients either in terms of management or of the implementation of psychological 
principles for example behavioural programmes with their patients. Supervision of 
psychology assistants and of therapeutic groups has also been a significant aspect of 
my work.
Work with Families
There is limited opportunity to be involved in family work. However I was able to 
initiate a meeting between a patient diagnosed with Aspergers Syndrome and his 
parents in order to carry out an assessment of the patients emotional, communication 
and behavioural difficulties (see Case Report Four pg 132). Extreme sensitivity to 
the anxiety of all participating was crucial in order to provide a forum in which they 
felt comfortable and able to communicate thereby maximising the potential of the 
assessment. The PsychD enabled me to take the time required to research the field of 
Aspergers Syndrome and to therefore develop a unique, comprehensive and family 
centred assessment of the presenting difficulties. This led to a case conference and 
informed clinical team decisions on the patient’s treatment needs.
The large majority of patients within the hospital come from disturbed and chaotic 
family background which often play a significant role in the patients presenting 
problems. Despite the lack of opportunity to engage in family work, my clinical 
practice requires the ability to consider issues relating to the patients family and social 
support systems when developing formulations.
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Group Work
I have orchestrated groups which have needed to be sensitive to all members needs 
and difficulties. This has raised my awareness of the importance of setting clear 
boundaries, confidentiality, rules of the group and termination within the group setting.
I have had experience of a range of approaches to group work. A non-directive group 
was organised for patients suffering with chronic mental illness or 
schizophrenia,(generally uncontrolled with medication), and who are therefore unable 
to participate in a highly structured group. The group aimed to provide them with a 
forum to share their thoughts and feelings about any issues they needed to bring. This 
group however slowly became difficult to maintain due to the nature of the patients 
florid symptoms of mental illness and in addition to the continual change in the 
complement of patients on the ward. However it proved to be a helpful forum for 
encouraging the development of interpersonal relationships between the patients 
themselves and with staff. A structured time limited group was organised for a group 
of patients diagnosed with personality disorders and who were presenting with 
disordered eating styles. The group took the form of a psycho educational group 
implementing some cognitive behavioural techniques but largely had the aim of 
educating patients on healthy eating patterns, their bodily functions and requirements, 
and psychological factors precipitating or underlying disordered eating (see Group 
Report pg 176).
All group work has necessitated the integration of theory and practice. I have 
independently selected appropriate measures to monitor the effectiveness of the 
specific group. Where formal assessments were used they were selected to
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complement other formal assessments commonly used on the Ward so that the group 
could form part of an overall treatment and assessment approach.
Working within such a large and complex environment has raised my awareness of 
the importance of regular feed-back to the multi-disciplinary clinical teams and to the 
clients primary nurses to ensure awareness of issues arising from the group that might 
currently be effecting the client’s presentation.
Work with Direct Care Staff
The dynamics of inter-professional relationships is an area of particular importance 
within the Special Hospital setting and is historically an area that requires great 
sensitivity by Clinical Psychologists. These difficulties are particularly evident in one 
of the areas in which I work. Inevitably, the development of skills in the areas of 
sensitivity and diplomacy have been crucial in gaining the trust and confidence of all 
primary nurses of patients I work with.
Frequently, with aggressive, violent or acutely psychotic patients, my contact is 
indirect and has required working collaboratively with a number of nurses. In doing, 
my clinical practice reflects a much needed balance resulting from integrating the 
nurses knowledge of the patient, my own knowledge and theoretical information to 
develop formulations which are understood and agreed on by the nurse involved. 
From these formulations I have been able to collaborate with nurses to develop a plan 
for treating the patient (see Case Reports 1, 3 and 5 - pp 107, 126 & 152 
respectively). In such a demanding and potentially stressful working environment, the 
Clinical Psychologist’s skills in supporting and advising staff in management of the
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more difficult patients become a part of everyday contact with staff and wards, and 
therefore requiring a great deal of "thinking on your feet" during these in promptu 
discussions. This skill is a highly developed one amongst the Clinical Psychologists 
and which I feel poses one of the greatest challenges to the Clinical Psychologist 
working within a residential, forensic setting.
In working with patients who often present with a multitude of behavioural and/or 
emotional difficulties, one important learning experience has been in the need for 
flexibility and perseverance in encouraging and facilitating nursing staff monitoring 
the effectiveness of interventions. This is particularly evident where I have 
collaborated on behavioural programmes and have relied on nursing staff observing 
and recording identified behaviours. I have readily discovered the need to develop 
monitoring procedures that have been realistic and achievable.
Teaching Experience
An important role for a Clinical Psychologist is that of sharing and educating other 
professionals of the nature of our work, its scope in dealing with clients from a variety 
of backgrounds and with a variety of different mental health problems. In my current 
role, this has taken the form of teaching workshops with nursing staff from the 
hospital, aimed at introducing behavioural principles and their implementation in day 
to day practice, but more specifically in the development of behavioural programmes 
for specific patients. This was particularly relevant to the staff on the high 
dependency ward working with patients suffering from chronic mental illness and 
schizophrenia. Frequently these patients were unable to engage in one to one
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cognitive behavioural or psycho-dynamic therapies to address their difficulties and 
posed a severe management problem on the Ward. A "Behavioural Principles" 
workshop empowered staff with techniques for managing difficult behaviour and 
targeting specific problems with their patients whilst being an effective use of the 
Clinical Psychology Service time.
On a wider scale, training initiatives have also included Clinical Psychology Trainees 
on the local Regional Training Courses. In particular my involvement has been in one 
day teaching events to trainees focusing on issues in dealing with potentially violent 
clients. The aims were to raise awareness personal safety issues and crisis 
intervention strategies. In addition training events have also included more personal 
and professional issues such as the transition from being an assistant to a trainee and 
subsequently from a trainee to a qualified Clinical Psychologist. A one day workshop 
was organised in conjunction with a qualified Clinical Psychologist in addressing 
issues in "endings and beginnings" for trainees on Clinical courses. This took the 
form of an exploratory group workshop looking at personal beliefs and feelings about 
these transitions and fears and anxieties about the future.
Selecting appropriate information to meet the aims of the teaching session, whilst 
considering the receiving group and their needs and level of understanding, was a 
valuable skill developed in this area. In addition to this I was able to consider the 
various methods of presentation and which were the most appropriate for specific 
pieces of material.
The Psychology Department has regular case presentations and seminars. Within this 
I have presented my own clinical work, and research involved in the PsychD. This
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has been a useful forum for discussing different perspectives on my projects and for 
pragmatic feedback on difficult issues, and more broadly a learning experience in 
presentation skills. In addition to this the seminars and case presentations afford me 
the opportunity of experiencing the scope of work that other clinical psychologists 
within the department are involved in.
Arising from my teaching experience, I have become acutely aware of an important 
skill, applicable both clinically, in working with staff and patients and academically, 
in teaching and training events, that is the presentation of information which avoid is 
technical jargon and in a way that can be easily understood by non psychologists, and 
hence maximising interpersonal communication and learning.
Organisational Work
Broadmoor Hospital is a complex organisation and this has necessitated a rapid 
understanding of the hierarchy and of formal and informal communication systems 
both within the Psychology Directorate, the Wards where I work and the hospital as 
a whole. This has been greatly aided by my involvement in hospital wide activities 
which influence policies and the nature of service delivered to patients. My acquired 
understanding of the relationship and dynamics between different disciplines and how 
they fit into the organisation has enabled me to function more appropriately and to 
tolerate and reflect on a variety of frustrations.
Formerly, as an assistant and trainee, and currently as a qualified Clinical Psychologist 
I have had a personal and professional interest in the issues involved in working with 
patients with a variety of cultural backgrounds. My experience has led me to working
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with patients particularly from my own cultural community that is Punjabi and has 
currently led to my involvement in working with the Equal Opportunities Committee 
at the hospital. My role within this committee is in jointly developing training 
initiatives which explore and address the issues not only of cultural differences but of 
gender, race, and disability. My current projects include the development of a 
departmental policy for the psychological service delivered to culturally diverse 
mentally disordered offenders, and the development of a one day workshop addressing 
the "challenge of trans-cultural psychiatry in practice". This workshop aims to provide 
an introduction to the issues involved in working with patients of a different cultural 
background. In particular issues of being different, ethnic minority and mental health, 
the problems pit falls and challenges of diagnosis in trans-cultural psychiatry, and 
working with diversity from a mental health prospective, are all addressed. The 
workshop has been designed to meet the needs of professionals from a variety of 
disciplines within the hospital. The choice of academic review addressing the cultural 
issues in the assessment and treatment of mentally disordered offenders was crucial 
in identifying areas of strength and need in the development of a comprehensive and 
sensitive mental health service to this patient group (see Academic Review on Cultural 
Issues).
On a similar theme, more recently I have become involved in a working party which 
aims to address the provision of comprehensive "Needs Assessments for Women". The 
areas of need are broad and include physical, medical, psychological and cultural. This 
complements my role in the Equal Opportunities Committee in providing a forum 
where ideas and initiatives from this committee can inform direct assessments of 
patients and therefore influence more precisely service development and provision.
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In terms of departmental initiatives I have recently been one of the main organisers 
of the Special Hospitals Psychologists Advisory Group Conference which meets 
annually. This was a very demanding but interesting task which involved liaising with 
the three Special Hospitals in England and the State Hospital in Scotland in organising 
a joint Conference for the Psychology Departments of each hospital. The conference 
focused on the presentation of our Clinical Work, Research, and continuing 
professional development initiatives. This task has enabled me to develop my 
management, organisational, and communication skills. This has also led to my role 
as one of the editors of a journal for the Division of Criminological and legal 
Psychology, which will reflect the diversity of the papers presented.
As a member of the Quality Assurance Working Party within the psychology 
department, I have been made acutely aware of the importance of developing 
standards and objectives by which to monitor the progress of the service delivered and 
to ensure effective, efficient service provision. This has led me to work with the 
patients council in discussing the delivery of the psychological service, its strength, 
its weaknesses, and areas in which we may be able to improve our service.
I am currently the Psychology Directorates Communication Representative providing 
a link between our department and the Hospital Management Team. This is part of 
the organisational development programme within the hospital.
Research Activities
The PsychD has provided the forum within which I have continued my commitment 
to research and has enabled me to effectively integrate relevant literature and research
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to both clinical issues and more widely to the role of psychology in the organisation. 
My choice of project and academic reviews have provided me with a comprehensive 
knowledge of relevant literature and research proven to be invaluable in clinical 
practice.
I approach my work from a scientist-practitioner perspective and approach both 
clinical and non-clinical problems in this manner, clearly identifying the problem and 
then developing strategies to understand and address the problem. The PsychD has 
been a process of formalising this skill by strengthening my knowledge base whilst 
providing a structure within which this has been utilised and monitored.
My interest in research, in particular applied research is aimed at increasing our 
understanding of the aetiology and treatment of various offender types. This is 
demonstrated by my choice of research topics for both the Msc and PsychD. When 
completed, this work will complement the wider research strategy into sex offenders 
within the department. It is also hoped that my research will enhance our 
understanding of the use of fantasies by offenders in general and possible treatments 
to address them. Therefore my research aims to contribute significantly to the service 
the psychologists offer within the hospital and will hopefully be utilised by other 
psychologists in the forensic field.
My current work load within the department has been greatly increased with my 
involvement in organisational issues in addition to clinical practice, and has been 
managed within the demands of the third year of training and the PsychD course. 
However the PsychD has provided a framework within which I have been able to 
identify personal, professional and service needs and therefore enhance and develop
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the knowledge and skills required to increase my competency as a Clinical 
Psychologist and facilitate the provision of a more comprehensive and effective 
service to patients.
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CASE REPORT ONE 
Intervention for an Eating Disorder and Self Harm with a Female Patient with
Personality Disorder
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PSYCHOLOGY DEPARTMENT 
HOSPITAL
Medical Records Office via RMO 
Ward Case Notes 
Social Work Department 
Psychology Department
PSYCHOLOGICAL REPORT
Name: Miss H B Ward/L House
Hospital No: xxx Date of Birth: xxx Age: 28
Dates seen: November 1993 - August 1994.
PURPOSE OF REPORT
Miss H was referred to address her disordered pattern of eating and her self harm.
Firstly, Miss H is extremely under weight but also has a bulimic eating style. This 
means that she engages in purging behaviour to reduce her weight. Miss H was 
therefore seen in individual therapy to address this eating behaviour and to explore the 
issues underlying it.
Secondly, Miss H had been engaging in self harm as a way of coping with distressing 
memories from her reported experiences of sexual abuse as a child. She was seen for 
individual therapy focusing on teaching her alternative skills for dealing with these.
This report summarises Miss H ’s progress in therapy.
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PROGRESS IN THERAPY 
Eating Disorder Sessions
Background Information
Miss H reported being content with her body shape and weight until she attended 
comprehensive school at the age of thirteen years following her parents moving house. 
This coincided with the onset of puberty and menstruation. At this time Miss H 
reported her first experience of feeling ‘disgusting and big’ with respect to her body. 
Having attended an all female school previously, Miss H found it difficult to interact 
with boys in her new school. Miss H was also isolated from her previous friends. 
Miss H reported having been sexually abused by her father from the age of three years 
and continued into her late adolescence. Miss H therefore felt powerless in this 
relationship and disgusted at herself for the abuse occurring. Her disordered eating can 
be understood as Miss H attempting to regain some control over her own body, yet 
feeling it was dirty and unclean and therefore attempting to change it.
Miss H began to purge following meals using substances such as soap, washing 
powder, salt water and the abuse of laxatives. Miss H became preoccupied with her 
body shape and weight and with thoughts of food. She believed that she could see and 
feel any increase in weight however minor, for example putting on one pound. This 
resulted in Miss H believing she was "fat, flabby, and out of proportion", despite 
being underweight for her age and height. Miss H had experienced a number of 
symptoms associated with her starvation. These included feeling cold, tired, having 
headaches, constipation, feeling irritable, being unhappy with her size even at 5 Vi 
stone, and losing hair.
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Miss H managed to keep her eating disorder and the ongoing sexual abuse a secret 
from her family. Her friends knew of her eating problems but were not aware of the 
severity. Miss H had ambivalent feelings - wanting someone to take control and 
prevent her from purging and at the same time wanting to engage in this behaviour 
as she felt she had control over her own body. Miss H therefore seemed to put a 
great deal of responsibility for continuing with this behaviour on her friends’ lack of 
acknowledgement and therefore lack of ‘care’. Miss H at different times became 
vegetarian or vegan, initially claiming this to be on humanitarian grounds but at times 
admitted that this also helped to keep down her weight.
Intervention for Eating Disorder
It became clear from the assessment that Miss H had a poor knowledge of the effects 
of the substances used for purging on her body. However she had recognised that 
using these had made little difference to her weight. It therefore seemed necessary 
to provide Miss H with the basic information about her body structure and the 
nutrients it requires to function healthily. Miss H responded with interest and surprise 
about the effects of starvation and purging on her body.
A behavioural programme was devised in collaboration with the dietician, to 
encourage Miss H to attend meals regularly whilst retaining her choice on what she 
would eat. This therefore addressed Miss H ’s need to eat in order to maintain her 
health whilst also allowing her some self-control and choice (see attached eating 
programme). Miss H struggled with the programme and was unable to attend all 
meals as required. She reported feeling guilty sitting at the table seeing food and 
feeling she must eat it all. In doing so she would begin to feel bloated, fat and would 
have the desire to purge on returning to her room. Miss H became ambivalent; she felt
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that by eating she was giving in to nursing staff, but by vomiting felt she was giving 
in to the eating disorder. These issues reflect Miss H ’s underlying feeling of being 
out of control. However, Miss H was unable to accept control/ responsibility when 
given it, yet at the same time was unable to tolerate people taking control for her.
With respect to the individual work on her eating difficulties, Miss H was extremely 
motivated to keep the diaries as requested. She was able to identify her thoughts 
before and after meals clearly and these were helpful in understanding Miss H ’s 
beliefs about why she should not eat or deserve to enjoy food. These sessions high­
lighted some of Miss H ’s underlying beliefs that ruled the way she behaved. One of 
the most important underlying beliefs resulting in feelings of guilt, was traced back 
to how she viewed people in general. Miss H believed that she did not deserve to 
enjoy herself as "only good people deserve to enjoy themselves". Miss H believed she 
was not a good person because " a good person does not hurt anybody else". She 
believed that ‘hurt’ included intentional and unintentional physical or emotional hurt, 
for example breaking trust in a friendship, saying something to a person which may 
be in their interest but that they find hurtful. On further exploration, Miss H 
recognised that people she perceived as "good" had broken the above rule at some 
time. Miss H began to accept that this was an unrealistic rule to have to live by. Miss 
H initially believed that she could never be forgiven for what she had done and would 
never be able to accept it. She felt that she needed to be punished for the rest of her 
life and that no punishment would be enough. Towards later sessions Miss H appeared 
to accept that she needed to change this belief but struggled with allowing herself any 
positive feelings of progress. When praised for her efforts in talking openly she felt 
the need to self harm to punish herself for feeling good.
I l l
At this stage Miss H complained of intrusive images from her experience of sexual 
abuse as a child. The distressing nature of these resulted in Miss H engaging in 
severe self harm, warranting a transfer to B Ward. It was therefore agreed that therapy 
would temporarily focus addressing the self harm until Miss H returned to L Ward.
Self Harm Sessions
Intervention for Intrusive Images of Past Sexual Abuse
Miss H had been involved in long term psychotherapy (with L Ward Manager - Miss 
J) addressing the issues of the alleged sexual abuse by her father. As this became 
more intense, Miss H complained that images of the past abuse were becoming more 
intrusive and difficult to cope with, resulting in her need to self-harm. It was 
therefore decided that Miss H would benefit from developing skills to cope with these 
images. Sessions were centred around teaching her how to switch from the painful 
disturbing images that she was experiencing to more pleasant calming images from 
her past. This enabled Miss H to modify these images and to deal with them without 
becoming distressed or wanting to self-harm. Miss H became quite tearful during 
discussions but tolerated them well and was able to describe the images in 
considerable detail. Miss H seemed to benefit from being able to use this technique 
when images arose from the work on sexual abuse.
Staff had reassured Miss H that her own experience of sexual abuse in part 
contributed to her involvement as a perpetrator of abuse. However, she felt this 
minimised the severity of her involvement. She wanted to be recognised as being 
capable of committing such acts of her own free will. This can be better understood 
as Miss H needing professionals to express their disgust at her behaviour to allow
112
herself to engage in self-harm as a punishment. Miss H believed that she should 
experience the pain that her victims suffered during the abuse. Miss H ’s feelings 
swung between feeling responsible for her acts yet when trying to accept this, the guilt 
became intolerable and she harmed herself to try to ‘make things right’. Sessions 
focused on how she might tolerate the issue of responsibility but also move forward 
with her feelings to a more integrated self. However Miss H was unable to accept 
these ideas and continued to punish herself physically.
Miss H had great difficulties with expressing her feelings openly to staff and had a 
tendency to use ‘signals’ to communicate her differing levels of distress. These signals 
included hanging her head forward with her hair covering her face in order to let staff 
know that she was feeling unsafe about being in her room on her own at night; using 
infected cotton wool to dirty her eyes as a way of communicating that she was feeling 
‘dirty’ about her past experiences. These amongst other signals were invariably 
difficult for members of staff, unfamiliar with Miss H, to interpret. Miss H was 
therefore encouraged to talk to staff more often and to be more honest about her 
feelings. This was done by using role-play and asking Miss H to approach a member 
of staff that she felt she could trust, at least once in the morning, afternoon and the 
evening. Nursing staff were also made aware of this and were asked to approach Miss 
H if she was unable to do so. Miss H felt that this had helped her to be able to talk 
to people more openly and to express her distress appropriately.
Issues in terminating therapy
Miss H had worked hard at developing the skills to deal with self harm and it was 
agreed that she would consolidate them with the support of her Primary Nurse. Long 
term psychotherapy addressing her sexual abuse was to be continued by Miss J (Ward
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Manager) on Miss Hs return to L Ward. Miss H found termination of therapy with 
myself difficult to tolerate, and began to express more desires of self-harm. In later 
sessions she reported that having a number of offences that she herself had committed 
and needed to disclose. Whilst in part these were important to deal with, this 
request can also be understood as Miss H holding onto important information as a 
method of keeping myself engaged in therapy with her. Miss H had found it difficult 
to cope with breaks and changes during her therapeutic involvement, for example 
following my taking annual leave. Miss H linked her need to self-harm at these stages 
to her thoughts of past abuse. She had difficulties acknowledging links with the 
temporary break in therapy.
Focused work was carried out on obtaining these disclosures and providing a report 
(see report dated 25th August 1994). Once completed, hand over sessions were 
organised with the primary nurse for ongoing daily support. This allowed Miss H to 
have ongoing support on a frequent basis, at the same time allowing myself to monitor 
these sessions and to provide support to both Miss H and her primary nurse with any 
difficulties arising. I agreed to support Miss H during police interviews, external 
psychology assessments and any other work required around the disclosures.
Conclusion
Miss H continues to have a disordered pattern of eating with a predominant distorted 
body image. She was unable to effectively address this in therapy due to the intrusive 
memories of her past sexual abuse, which required more immediate intervention. Miss 
H’s eating difficulty, in simple terms, appears to stem from a need to regain control 
over her body, and feeling a great deal of self disgust following years of sexual abuse 
by her father. The maintenance of the disorder can be understood as Miss H
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attempting to regain some control in what is otherwise perceived as a very rigid and 
controlling environment, ie. a special hospital.
Miss H has worked well and consistently in therapy addressing self harm issues. At 
times she has been able to resist this behaviour and has talked to staff or used therapy 
to air her feelings more appropriately. Miss H continues to require a forum for 
addressing her past sexual abuse and eating difficulties. This was to continue in her 
therapy with Miss J. However, since the departure of Miss J, this is now not possible. 
Therefore Miss H has been referred to the L Clinical Team for consideration for long 
term psychotherapy with another professional.
Nashater Deu 
Clinical Psychologist 
10th October 1994
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BEHAVIOURAL EATING PROGRAM M E FOR MISS H
RATIONALE AND AIM OF PROGRAM M E
It is recognised by all staff that Miss H has difficulties with her eating pattern. Miss 
H engages in a number of behaviours which result in rapid weight loss and serious 
implications for her health ie. binging followed by self induced vomiting. Miss H 
finds it difficult to maintain a regular eating pattern and fears gaining weight too 
rapidly. Whilst she understands the need to gain weight, she feels that she requires a 
structure to her eating which would be maintained with the support of the nursing 
staff. Thus the programme is aimed at Miss H initially having a regular eating pattern 
without purging. Miss H requires an external incentive to change, such as a reward 
for achieving her target weight. The reward will be gaining access to her sewing 
needle in her own room for specified periods of time during the day.
PROCEDURE
All staff need to ensure that Miss H attends every meal time, eats some food and has 
the the supplements after her meals. The quantity that Miss H eats will be left to her 
own decision but she should be gently encouraged to eat some food at each meal.
After every meal Miss H will receive a point for having achieved her target (see 
below for stages)
STAGE 1 Attend all meal times and eat some food at each meal for a week without 
purging.
Miss H will receive 1 point for attending and eating at each meal. If at the end of the
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day she has been gained the maximum number of points ie. 3, she can exchange them 
for eg. a half an hour with her needle in her own room.
STAGE 2 Maintain her current weight for two weeks by eating regularly and without 
purging.
Miss H will receive 1 point for attending and eating at each meal. If at the end of the 
day she has been gained the maximum number of points ie. 3, she can exchange them 
for eg. a half an hour with her needle in her own room.
If at the end of the week Miss H has maintained her current weight (staff will need 
to weigh her), she may have access to her needle for an hour in her own room at the 
end of the week.
STAGE 3 Eat regularly and steadily increase her weight to achieve the minimum 
healthy weight of 8 st 2 lbs.
Miss H will receive 1 point for attending and eating at each meal. If at the end of the 
day she has been gained the maximum number of points ie. 3, she can exchange them 
for eg. an hour with her needle in her own room.
Miss H should be weighed randomly by staff, if she is increasing her weight steadily 
she may have access to her needle in her room for an hour after she has been 
weighed.
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Miss H should not proceed from one stage to the next unless she has recieved a 
reward for the earlier stages. It is important that all staff are aware of the stages. 
Behavioural programmes work best when there is consistency amongst all staff 
involved in its implementation.
Nashater Deu 
Clinical Psychologist 
9/2/94
118
CASE REPORT TWO 
Neuropsychological and Criminal Fantasy Assessment in a Male Patient
with Schizophrenia
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PSYCHOLOGY DEPARTMENT 
HOSPITAL
Medical Records Office via RMO 
Ward Case Notes 
Social Work Department 
Psychology Department
PSYCHOLOGICAL REPORT
Name: Mr K House/Ward: O/H
Hospital No: xxxx Date of Birth: 24.10.33 Age: 61 years
Dates seen: 21.11.94 Ref: cc/X7333
CONFIDENTIAL PSYCHOLOGICAL REPORT
Mr K was seen for a recommended appraisal of cognitive functioning within the 
context of a past impression of some deterioration in general physical health and 
memory efficiency.
He was first seen at A Ward on 7th July 1993 after a period of behavioural 
disturbance; and on this occasion at H Ward in a session conducted jointly with 
colleague Ms Deu. Mr K appeared to recognise me immediately and said that he also 
had a good recall of the content of the earlier session. He looked physically stronger 
than months earlier; but his very poor hearing remained a disadvantage in the 
administration of some test items. Mr K attempted all tasks suggested very willingly, 
including a projective fantasy technique for Ms Deu; details of which are attached.
TEST RESULTS
Full details of the 1993 assessment; and of Mr K ’s Standard WAIS results at
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admission are available in the report of 12 July 1993. Only those which have been 
repeated are included in the present list.
1. Wechsler Adult Intelligence Scale - Standard WAIS
Age-Related Subtest Scaled Scores
Present 1993
Similarities 11 11
Digit Symbol 2 6
2. Wechsler Memory Scale - Revised (WMS- R)
Raw Score Percentile for Age
Present 1993 Present 1993
Prose Recall B: Immediate 16 10 18th 4th
Delayed 14 6 29th 8th
Design Recall: Immediate 12 6 3rd 1st
Delayed 3 0 1st 1st
Qualitatively, Mr K ’s attempts to reproduce complex geometrical designs show some 
improvements on present testing. However, his records remain qualitatively abnormal 
and ‘regressive’ in character.
3. Digit Copying Test (DCT)
Present 1993
Time to copy 100 items 100 secs 105 secs.
Quotient (Av = 100) 68 71
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4. Stroop fSNST)
Present 1993
Words: Correct in - 70 secs. 70 secs.
Conflict: No in 120 secs: 75 69
Errors 2 2
Corrected 2 2
5. WISC Mazes
Very similar, but grossly impaired on both occasions.
6. Additional Tasks
Handwriting:
Name and Address Mr K once more wrote his name and address accurately, and 
expansive hand much as he had done in 1993.
AMIPB: He found the information processing tasks too difficult to
attempt, but completed the motor speed task only in the present 
session, obtaining a raw score of 31, which falls at around the 
10th percentile for a man of his age.
SUMMARY AND CONCLUSIONS
1. Mr K’s present test results are very much like those obtained at the time of his
admission to B’s Intensive Care Ward 18 months ago. There may have been 
a marginal improvement on some tasks, e.g. the Wechsler Memory Scale; as
a reflection of a more general improvement in mental state, and Mr K also
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looked physically fitter.
2. There has been little to suggest a rapid deterioration of a conventional 
Alzheimer’s type in either of the 2 more recent sets of test results new 
available; but equally it seems very unlikely that Mr K would have functioned 
at present levels in early adulthood. There is some implied deterioration at 
some stage. It is also true that he makes a range of errors which have a 
frequent association with some degree of underlying cerebral pathology, and 
although it may seem a surprising inference in a man of his background; the 
more viable interpretation presents as that of a mild atypical subcortical 
deterioration, and of a kind found in a specific subgroup of patients with a 
diagnosis of schizophrenia. Amongst the longer stay B patients there appear 
to be at least two different longitudinal patterns; one of which remains static; 
and one of which progresses very slowly - and Mr K appears to belong to the 
latter group.
3. Mr K also agreed to attempt the projective Criminal Fantasy Technique for 
colleague Ms Deu, details of which are attached.
Dr H Ms Nashater Deu
Clinical Neuropsychologist Clinical Psychologist
20 December 1994
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The Criminal Fantasy Technique
This is a projective technique which consists of twelve cards, each depicting a crime 
scene taking place. The subject is required to create a short story about the crime they 
believe may be occurring. The technique is considered to assess the content and form 
of criminal fantasies in individuals, in particular the extent to which they are organised 
and elaborated, and the ability to verbalise fantasies. Simply, it measures the patient’s 
cognitive flexibility/rigidity and a measure of the potential use of fantasy in 
premeditation of criminal activity. The technique has been used in two research 
studies to provide information about the nature of criminal fantasy in special hospital 
patients.
Results
Mr K showed a keen interest in completing the criminal fantasy technique. He 
responded quickly, with little forethought, to each card shown. He was able to create 
stories for all but one of the cards. However he did not elaborate beyond the stimulus 
shown, which reflects some cognitive inflexibility. This was further supported by his 
responses when prompted with questions to elicit additional information, he gave 
limited responses which were often repetitive. He did not project any sexual criminal 
fantasies despite three cards having been designed explicitly to elicit this type of 
fantasy. Most of Mr K’s criminal fantasies contained a reference to robbery or 
burglary, with some inter-personal violence, in part a reflection of his own criminal 
history.
Overall the result of the technique show that Mr K ’s responses were stimulus bound 
reflecting some cognitive inflexibility, with a tendency to repeat the same themes
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(robbery and violence) and an impulsive responding style.
Ms Nashater Deu 
Clinical Psychologist
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;CASE REPORT THREE
Behavioural Programme for Agoraphobia-type Difficulties in a Male
Patient with Schizophrenia
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Social Work Department 
Psychology Department
PSYCHOLOGICAL REPORT
Name: Mr M O HouseYB Ward
Hospital No: xxxx Date of Birth: xxxxxx Age:32
Dates Seen: 8 June 1994 - 28 July 1994 Ref: ND/sl.R7622-X
PURPOSE OF REPORT
Mr M had increasingly been spending a great deal of time on the ward and had stopped 
attending off-ward activities. At times this was a direct result of his paranoia during acute 
episodes of his mental illness, but at other times it appeared that Mr M was becoming highly 
anxious at the prospect of leaving the ward without reason.
A behavioural programme was implemented (see attached report) to encourage Mr M to leave 
the ward gradually, increasing the time spent off-ward at his own pace. This was supported 
with parallel individual sessions addressing anxiety management to help Mr M cope with his 
feelings.
This report is a summary of Mr M’s progress in therapy.
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BEHAVIOUR DURING THERAPY
Mr M was cooperative and pleasant at most times. However on occasion Mr M became 
frustrated at having difficulties with leaving the Ward and felt embarrassed and silly at what 
he considered was a minor problem. Mr M terminated three of die individual sessions, and 
left feeling quite angry. This anger tended to be directed at himself and his annoyance at his 
lack of success. Mr M found it particularly difficult in identifying his negative thoughts and 
was not motivated to keep diaries given to him to record these. Mr M has a tendency for all 
or nothing thinking. He finds it difficult to pace himself and to take information in small 
pieces that he is able to digest. For example, when given a self help manual on anxiety 
management and asked to read one chapter prior to the next session Mr M inevitably 
attempted to read the entire book which resulted in him becoming overwhelmed and anxious 
at the thought of what he had to achieve. This was a common theme throughout the therapy, 
and Mr M would often leap in his thoughts about his final target and how difficult it felt to 
achieve it. Mr M was unable to think of attaining his goals through a number of smaller steps.
PROGRESS IN THERAPY
Mr M was initially very cooperative and collaborated fully with die psychologist, the RTS 
staff member and his primary nurse in developing a hierarchy of targets for leaving the Ward. 
He had some difficulties in identifying goals that he would find easy to achieve, but with 
guidance he was able to do so. Individual sessions on anxiety management with Mr M began 
prior to his first off Ward target (stage 1). Techniques used included imaginary exposure, 
muscular relaxation, and breathing exercises along with addressing Mr M’s negative thoughts 
which were paramount in raising his anxiety levels.
Mr M managed to use the first three sessions very well, addressing his anticipatory anxiety 
and was able to leave the Ward as planned for stage 1. He was able to express his negative 
thoughts in situ. He had began to challenge them to a degree, but the extent of his negative 
thoughts and possibly residual paranoia from his mental illness, quite often resulted in his
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refusal to leave the Ward at the last minute. His anticipatory anxiety was somewhat reduced 
by giving him short notice of leaving the Ward. The source of Mr M’s anxieties tended to 
be:
1. His fear of meeting W Ward patients. This stems from his attempt to 
stab a patient on W Ward when he was resident there approximately 18 
months ago. Mr M believes that the victim is still there and had told 
other patients about this incident. Mr M therefore felt threatened by the 
prospect of being attacked in revenge by this patient or any other W 
Ward patient.
2. His fear that any patient seeing him on the escorted walk off the Ward would 
think he is stupid. This made Mr M feel embarrassed and he reported feeling 
like a child with having what he considered is a ‘silly’ problem.
3. He had a fear of meeting Admission Ward patients, who he considered were 
unknown quantities and therefore unpredictable and potentially violent.
During the visits on which he was accompanied his main concerns were being seen by other 
patients and what they thought of him and what they might do to him. Mr M displayed clear 
signs of panic attacks including; profuse sweating, hyperventilation, tremors, palpitations and 
on occasions dizziness. These were allayed to a degree with early anxiety management 
techniques. However Mr M’s initial enthusiasm waned very quickly. There seemed to be two 
reasons for this:
Firstly, it is partly due to his inability to acknowledge his own success or more
accurately a fear of his own success and the implication this has for him of leaving
Hospital. Mr M seems to react by sabotaging his own success if he feels it will
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then mean he will be moved on through die hospital and out into the community.
The basis for this may be to do with his feeling that this has happened in the past 
at a pace he felt was too fast. This left him feeling out of control and vulnerable.
Secondly, adequate staffing numbers are an ongoing problem for the Ward and it 
became increasingly difficult, despite generous efforts from ward and OT staff, to 
find staff who could be released to take Mr M off the Ward for his target once per 
week. Therefore, at times Mr M would go for three to four weeks without leaving 
the Ward which served to increase his anxiety and eventually take it back to his 
original levels. Mr M was therefore unable to experience and learn that increased 
exposure to an anxiety provoking situation would eventually lead to reduced 
anxiety and a feeling of being able to cope.
RECOMMENDATIONS
1. Mr M may benefit from more intensive work addressing his residual paranoia. It appears 
from his individual sessions that his extreme anxiety and inability to maintain a positive 
line of thinking prevents Mr M from facing new challenges and learning from 
experience.
2. Mr M may benefit from exploratory psychotherapy addressing the issues that may be 
underlying his fear of success and leaving Hospital. These issues may well be related 
to his family and past experiences.
3. One of die main difficulties with the behavioural programme was attaining consistency 
with respect to leaving the Ward on a regular basis. The problems encountered with 
staffing levels highlight the difficulties that prevented die programme being designed and 
implemented in die most effective way ie. on a daily basis. The behavioural programme 
might be more effective if and when Mr M is transferred to a medium dependency Ward,
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where the need for two escorts is lessened and staffing levels might allow for Mr M to 
leave the Ward on a regular basis.
Nashater Deu 
Clinical Psychologist
23 September 1994
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CASE REPORT FOUR 
Assessment of Expressed Emotion in a Male Patient with Aspergers Syndrome
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Psychology Department
PSYCHOLOGICAL REPORT
Name: Mr W O House\B Ward
Hospital No: xxxx Date of Birth: xxxxxx Age:24
Dates Seen: November 1993 - August 1994 Ref: sl\R7944-X.ND
PURPOSE OF REPORT
Mr W has been diagnosed as having Aspergers Syndrome (see attached handout). Aspergers 
Syndrome is a disorder of language and social interaction. The core problem would appear 
to be a lack of ability to understand and use of very complex rules governing social behaviour 
and language. Mr W displays a very limited range of emotional expressions. He does not 
express anger, happiness or other strong emotions appropriately. Therefore a detailed 
psychological assessment was carried out of Mr W ’s ability to understand and express a range 
of different emotions.
ASSESSMENT DETAILS 
1. Sally-Ann Experiment
Mr W was presented with a video taped adult version of the ‘Sally-Aim’ experiment 
(see handout). This test is usually employed with autistic children to investigate first 
order representations ie. the ability to empathise or put ones self in another persons place 
and imagine how they are feeling.
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2. The Facial Affect Recognition Test (FART)
Mr W was asked to complete tills test. It is a test of ability to recognise a range of 
different affects. The task involves studying 14 photographs of people displaying 
different emotions and asking the subject to:
a. Label the emotion being expressed in each photograph.
b. Choose the most appropriate label from a pre-determined list which describes the 
emotions shown. Facial expressions include both positive and negative emotions, 
photographs are of both males and females and all are adults.
3. Family assessment
Mr W and his parents were invited to take part in an assessment which investigates how 
well;
a. Mr W displays a range of facial expressions of emotions.
b. Mr W recognises his parents display of emotion.
c. Mr W’s parents are able to recognise his facial expressions of emotion.
ASSESSMENT RESULTS 
1. The Sally-Ann experiment
Mr W had no difficulties with this task and answered quite appropriately. However as 
Aspergers Syndrome is associated with normal intelligence (unlike Autism), this may not 
effectively assessed Mr W’s ability to empathise. It may be more appropriate to use second 
and/or third order representation tasks.
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2. Facial affect recognition tests
Mr W was better able to identify anger and sad emotions in women compared with men. He 
had difficulties in recognising ‘fear’ and ‘disgust’ in both sexes. Mr W had no difficulty 
identifying very positive emotions eg ‘happy’, ‘surprised’ in either sex.
Mr W ’s spontaneous use of words to describe emotions was limited, for example he used 
‘immaterial’ to describe an ordinary or expressionless face and ‘uptight’ to describe the fear. 
With photographs of males he confused expressions such as ‘anger’ with what he considered 
was ‘concentrating’.
When asked to rate how much a feeling was being expressed on a visual analogue scale (1 to 
4, where 1 = nothing much at all, and 4 = very much), Mr W often minimised the extent to 
which a negative emotion was being expressed, but was better able judge this with positive 
emotions. It seems therefore that Mr W has difficulties in recognisisng negative emotions but 
is better able to recognise positive ones.
One hypothesis is that Mr W is unable to make sense of negative emotions; therefore he 
engages in repetitive talk as a way of gaining interaction with staff to elicit positive responses 
from them. However, his repetitive questioning naturally results in staff becoming annoyed 
and therefore displaying negative emotions. Mr W then becomes confused as he is unable to 
make sense of these and therefore tries harder to elicit positive responses by engaging in more 
repetitive talk. This inevitably results in nursing staff becoming more angry with Mr W and 
so it becomes a vicious cycle. Mr W’s repetitive questioning can be understood as a method 
of seeking reassurance from responses in people that he can understand.
The findings showed that Mr W had greater difficulties with identifying emotions in men 
compared with women. It was hypothesised that this may stem from differences in his parents’ 
expression of emotion. Therefore the following family assessment was set up to investigate
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Mr W’s ability to express his emotions to others, and his ability to understand their emotions.
3. Family assessment
a. Mr W’s response to his parents expression of emotion
Both parents were asked to display the same emotions to Mr W and the task for Mr W
was to label the emotion that was being shown.
i. Mr W was better able to identify the emotions expressed by his father then with
his mother. He was able to recognise emotions such as happy, sad, anger, afraid.
Consistent with the FART results, he was unable to identify more subtle emotions 
such as ‘disgust’ or ‘surprised’. However, Mr W was better able to identify his 
father’s emotional expressions despite having difficulties with the males in the 
FART. Mr W ’s father relied heavily on gesture although there was little change 
in facial expression of emotion. It may be that Mr W was better able to recognise 
negative emotions accompanied with gesture in his father and is less able to 
recognise these emotions purely from facial expression as with the FART.
ii. With his mother, Mr W was able again to identify strong emotions such as ‘happy’,
‘anger’ and ‘scared’. His mother also relied heavily on gesture but often role
played a scenario to set the context for the emotion she was about to express. This 
may have been a little more confusing for Mr W than using a gesture limited to the 
expression of a particular emotion. He therefore was less able to identify the 
emotions expressed by his mother than by his father.
b. Parental response to Mr W’s expression of emotion
Both of Mr W’s parents were better able to recognise the strong emotions expressed by
Mr W such as ‘anger, happiness, surprised, sadness and fear’. Once again more subtle
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expressions of emotion such as ‘annoyance’ and ‘disgust’ were not picked up by either 
of his parents and Mr W clearly had difficulties in trying to display these 
emotions. Mr W’s facial expression changed very little and much of the 
recognition by his parents was based on the limited physical gesture given by 
Mr W.
Mr W was better able to display strong emotions, although still limited, and the success 
on die part of his parents could impart have been familiarity with die words they 
diemselves had used earlier and guessing may have made die results more accurate than 
they might odierwise have been. In conclusion therefore, it seems that Mr W relies 
heavily on gesture to comprehend expressions of emotion in other people. Generally, 
gesture is used by people when feeling strong emotions.
Based on die earlier hypothesis, it may be diat Mr W tries to elicit positive responses by 
talking and asking repetitive questions from nursing staff. Initially this results in mild 
annoyance accompanied widi subde changes in die tone of voice or expressions in the 
face from staff. These expressions may be too subtle for Mr W to pick up which results 
in him trying harder to gain a more positive and easier to recognise response. This 
results in nursing staff getting very angry and eventually having gesture to point for him 
to go away or use hand movements to gesture that they have had enough etc. Therefore 
it is only at diis point that Mr W recognises the negative emotion and stops his repetitive 
questioning.
Widi respect to Mr W’s expression of emotion, die fact that tiiis was limited suggests 
tiiat quite often when he is feeling sad, depressed, uncertain or tense, these will not be 
picked up by nursing staff as he is unable to express tiiese by changes in facial 
expressions. Quite often Mr W uses paradoxical facial expressions for his real feelings 
eg laughing when he is discussing his index offence. It is tiierefore very difficult for
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nursing staff to know how Mr W is feeling and therefore how to respond to his needs.
RECOMMENDATIONS
It has been suggested by researchers that Aspergers patients do not respond to counselling or 
being asked to understand issues from anothers point of view. Therefore Mr W will not 
understand the complexities of conversations which require him to do this. In order for Mr 
W to be able to develop and benefit from interpersonal relationships, the following 
recommendations are proposed:
1. Focussed, skills based approach to teaching Mr W to recognise the variety of facial 
expressions of emotions expressed by others.
2. Encourage Mr W to be less rigid and more sponataneous in his expression of emotion. 
This may be done through games and role-plays.
3. To develop a behavioural management programme which encourages all staff to respond 
in the same way to Mr W ’s repetitive questioning. In particular emphasising positive
emotional responses eg. praise, encouragement with facial expressions such as a smile, 
or physical gesture such as a pat on the back.
Nashater Deu 
Clinical Psychologist 
4th October 1994
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ASPERGERS SYNDROME
A summary of a lecture given by John Mortlake
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ASPERGERS SYNDROME
" Every day of life coping with everyday issues causes me the same stress as you feel on the 
day of your final exams for your future career".
Temple Grandin
People with Aspergers syndrome are generally characterised by unacceptable obsessions which 
are not handled by society and are considered to be part of the Autistic continuum but with 
normal levels of intelligence.
They find security in familiar objects rather than people as objects are more consistent. People 
are too spontaneous and constantly changing their behaviour,mood and emotion which is 
unstabling. Mood changes reflected in behaviour are difficult to understand. People with 
Aspergers therefore try to control situations to obtain a standard response from people around 
them. For example it is easier to behave in a way that irritates others as this results in a 
standard response, ie. short tempered, snapping etc than it is to try to please people which 
could result in a varied response.
There are difficulties with generalising concepts and a tendency to have a rigid and concrete 
style of thinking. For example, if you say a sentence which contains the word ‘cat’, the 
Aspergers patient would have to run all the concrete images of ‘cat’ before s/he is able to 
respond to your sentence. This then results in delayed responses during conversations.
What is Aspergers and how does it differ from Autism?
Asperger described the syndrome in Gemiany during die 2nd World War (1944). Autism was 
described by Kanner in 1943 in the USA. Despite a lack of collaboration between the two
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researchers at this time, it appears that they were basically describing the same syndrome:
Aspergers Characteristics:
- difficulty in social relationships
- lack of flexibility in social relationships
- poor social motivation
- rituals and obsessions
- impairment of non verbal communication skills
- good rote memory
- resistance to change
- manneristic posture and gait
Aspergers characteristics were not dissimilar to Kanner’s description of Autism. 
Autism - Kanner
Characteristics:
- inability to develop social relationships
- delay in acquisition of language
- non communicative use of language
- delayed echolalia
- pronominal reversal
- repetitive and stereotyped play activity
- maintenance of sameness
- good rote memory
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Normal physical appearance and nomial level of IQ are now not accepted as general 
characteristics. 90% of people with Autism have associated learning difficulties.
There is still a huge debate around the differences,if any, between Aspergers and Autism, 
although it is thought that Aspergers clients have higher intellectual functioning compared with 
Autistics. However the debate remains unresolved.
Aetiology
Several theories have been proposed for the possible causes of Aspergers/ Autism - these are 
summarised below:
Genetic Viral Brain Pregnancy Other
Factors Infection Tumour Complications Causes
1
Brain Damage 
Pre & post birth
*
Final common pathway
Learning \  
Difficulties/
Autism
Taken from: "Autism - The Facts" by Simon Baron Cohen & Patrick Bolton
Wing & Gould (1979) - Carried out the Camberwell Study. They concluded that 
developmental disorders include autism and can be considered to be on a continuum.
142
Two models of Autism were suggested:
a) it is part of a continuum rather than an "all or none" syndrome 
h) there is a triad of impairment
Social isolation
Rigidity of Non verbal and verbal
thought processes communication difficulties
NB. rigidity of thought processes - refers to a lack of capacity for imagination demonstrated 
by difficulty with:
- developing varied interests
- occupying themselves constructively
- thinking/ planning ahead
- concept of time
- abstract concepts
Incidence of Autism/ Aspergers 
Early statistics:
1966/7 Popperwell in Middlesex 
78,000 = impaired 
135 of these = Autistic
35 of these fitted Kanner’s criteria ie. 4.5 per 10,000 
Ratio of males to females = 2.6 : 1 = common finding.
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Later statistics:
Camberwell Study; Prevalence of Autism - 20 per 10,000
Wing also looked at average and above IQ Autistic children and found male to female ratio 
of 15 : 1.
How are Psychological Theories Helpful In the Management of Aspergers/ Autism?
1) they give a clear understanding of autism and what the difficulties are
2) and thus provide information re: day to day management, education, development of 
autonomy and independence of the individual
Simon Baron-Cohen (Psychologist) suggests that people with Autism lack "empathy", ie are 
unable to understand how others are feeling or what they are thinking. He tested this theory 
using some simple experiments:
Theory 1. They have failed to develop a concept of self ie. are unable to distinguish 
themselves from others. This was tested by die "mirror test" - asking the person to name 
themselves and one other person in a mirror.
Baron Cohen found that Autistic children were able to distinguish themselves successfully 
from others and therefore disproved this theory.
Theory 2. They cannot appreciate what another person is seeing. This is tested by laying 
objects out on a table, sitting opposite the child and asking him/her which object you are 
looking at - ‘perceptual role taking task’.
Baron Cohen found that Autistic children were able to do this task and therefore disproved
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this theory.
Theory 3. They cannot appreciate what others are thinking. This is tested by Sally Ann 
experiment -(see accompanying sheet). Final question to the child is, "where will Sally look 
for the marble?".
Baron-Cohen found that 75 - 80% of Autistic children failed this task by pointing to where 
the marble really was instead of where Sally thought it was.
Non-Autistic children and Down’s syndrome children (who have associated Learning 
difficulties) were successful on this task. This suggests that the Autistic children were failing 
not because of their learning difficulty but because of something about being Autistic.
It has been argued that people with Autism fail this "theory of mind" task due to difficulties 
with representational play. However when this task has been conducted with real life 
characters the results were the same.
It is interesting to note that people with Aspergers syndrome (higher intellectual functioning 
than Autistics), who may also be high academic achievers, are unable to succeed on this task. 
Higher than 80% of those in special care failed it.
These findings link with the suggestion that Autistic children have difficulties forming social 
relationships. They are unable to understand in relationships that others might have a different 
concept of a situation to their own. They assume that you know what they know and that your 
beliefs are the same as theirs. So if you ask them " did you have a good time yesterday?" they 
will be unlikely to respond or understand why you are asking as they will assume that you 
know what they did. They therefore do not see the need to share knowledge. This also is 
related to communication difficulties and they tend to enter relationships in a bizarre way.
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Developmental implications of Aspergers/ Autism
Normal Adolescence (based on Piaget’s model of personal development) consists of:
1) Physical maturity
2) cognitive change - abstract thinking develops
3) social change - rules, laws and values of peer group more important
1, 2 & 3 --> sociosexual adult self.
With Aspergers and Autism there is normal physical maturity, however there does not appear 
to be any apparent cognitive gain in terms of abstract thinking, but they remain at concrete 
levels of operation.
Social gain areas:-
1. Infancy - bom into family group
2. Childhood - attend playschool
3. 6/7 yrs - sexual identity develops
4. Puberty - Observation of others
5. Adolescence - overlap and interaction between individuals
6. Experiment with pair bonds
7. Secure pair bond fomis and leaves peer group
So where do Aspergers/ Autistics fall out of this social process?
It is evident from interviews with mothers of very young Autistic children that these children 
never really knew they were part of a family group. They were familiar with its members but 
fonned no special relationships and were able to fonn equally "close relationships" with 
respite carers after a few days contact.
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People with Aspergers and Autism are aware of the processes that occur in relationships ie. 
pairing or close friendships, and are clear that they would like to be able to develop these, 
however they are unable to do it. They are capable of learning the correct social behaviours, 
such as shaking hands and greetings, however they have not grasped the purpose of these 
behaviours and therefore will use them indiscriminately at all times and with all social 
contacts.
Hermelin & O’Connor (1970) investigated the quality of interactions in Autistic children and 
non Autistic children when in contact with humans, objects and with artificial representations 
of humans. They found that both groups of children chose to spend more time with real 
persons than with the artificial representations or objects.
Sigman et al set up three Mother - Child strategies to examine the interactions in more detail.
1. mother engages with the child in play
2. mother leaves the child with a stranger
3. mother returns and the quality of the reunion is noted.
Hypothesis: children will increase their rate of spontaneous interaction with their mothers on 
reunion.
Findings:
1. There was no difference between the autistic and non autistic children in their reactions to 
the stranger.
2. Autistic children showed a slightly higher spontaneous reaction to mother on her return than 
the non autistic children.
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Why then are the Aspergers/ Autistic child’s social interactions so poor?
It appears that s/he finds language hard to follow. Thus it is not social contact that causes die
problems but the language that necessarily accompanies it. This is clearly illustrated by the
"9 minute test":
For 3 mins - adult silendy engages child 
" " - adult is passive and does not play with child
" " - adult talks and plays widi die child
Findings showed diat there was no difference on die first two conditions, between the Autistic 
and non-Autistic children. However in the third condition which involved language, the 
Autistic children showed a much lower level of interaction than the non-Autistic children, 
suggesting tiiat language inhibited the interaction.
People widi Aspergers/ Autism are literal in their interpretation of language and are unable to 
use or understand die nuances that we all use in day to day interactions, eg. sarcasm, humour, 
changes in tone of voice relating to mood etc,. This then limits not only what they can gain 
from social interactions but also what they are able to contribute to them.
Why does violent behaviour occasionally occur with Aspergers?
Often the need to gain control and consistency over the environment results in socially 
inappropriate obsessive behaviours and in extreme cases more aggressive behaviours. For 
example pushing and shoving in a queue to ensure that s/he is always die diird to be served, 
or making tiireats in order to obtain a consistent response from others.
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IMPLICATIONS FOR MANAGEMENT
More recently it has been suggested that the behaviour of Autistic/ Aspergers individuals 
reflects that of those who are highly stressed about high levels of activity. The highly 
repetitive and organised behaviours have been interpreted as defense mechanisms ie. these 
individuals gain control over their unpredictable and ever changing environment by using their 
own behaviour as a means of obtaining some consistency. These obsessive behaviours can 
manifest themselves in different forms eg. rituals or repetitive language.
Using behavioural programmes to provide routine and structure to their environment, this has 
been shown to lower the levels of obsessional behaviours. Routine and stmcture in their 
environment provides a pattern of events leading to predictability and therefore lowers levels 
of stress. In providing this, one has to be careful to maintain a comprehensible structure for 
the individual.
These individuals do not find social contact and verbalisations supportive for the reasons noted 
earlier re: language and therefore counselling is more frustrating and stress - provoking than 
it is reassuring. Counselling involves the comprehension of not only the complex language but 
also an ability to empathise with others and see their point of view which is a particular area 
of difficulty for this group of people.
The needs of these individuals are therefore:
1. Structure and routine- rigid initially- can introduce change
2. Consistency
3. A directive approach
4. emphasis on skills
5. Use of visual communication wherever possible to convey routines and any possible 
changes that may have to occur
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6. Use of relaxation techniques to lower stress levels
Maslow’s model of hierarchical needs has been used in an attempt to explain the lack of 
meaningful social interactions in Aspergers/ Autism:
According to the model, the lower order needs must be fulfilled before the higher order needs 
can be met and the individual can achieve self actualisation. It is hypothesised that for 
Aspergers/ Autism:
Physical needs are usually met for these individuals through good "care"- but may need 
prompting to see to physical needs.
Safety needs refer to feelings of security, protection and safety in life. These are not met for 
the Autistic/ Aspergers individual since they are unable to feel secure in a people world that 
involves so much change and hence stress for them. This therefore has an effect on their 
ability to meet the other needs such as social needs as they have not been able to fulfil the 
basic needs. They want to form social relationships but cannot as they are unable to feel 
secure in their environment and with people around them. Therefore by providing a structured 
environment for them the lower order needs for security may in part way be met allowing the
Higher order 
Needs
Lower order 
Needs
/  self \  
actualisation
self esteem
social
physical needs
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higher order needs to be fulfilled.
NB This handout is a summary of a lecture and is therefore not all inclusive. For more 
information regarding Aspergers please use references listed below.
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This is Sally This is Anne.
Sally has a basket. Anne has a box.
Sally has a marble. She puts the marble into her basket.
y
Sally g o es out for a walk.
Anne takes the marble out of the basket and puts it into the box.
Now Sally co m es back. She w ants to piay with her marble.
Where will Sally look for her marble?
Figure 10.1 The Sally-Anne experiment
CASE REPORT FIVE 
Intervention for Self Harm in a Female Patient with Personality Disorder
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PSYCHOLOGICAL REPORT
Name: Ms N L House\B Ward
Hospital No: xxxx Date of Birth: xxxxxx Age:22
Dates Seen: 26 October 1993 to 15 September 1994 sl.R2019-X.ND
PURPOSE OF REPORT
Ms N had been engaging in self harm as a way of coping with anxiety and tension. Ms N 
was therefore seen for individual therapy to address the underlying feelings that were resulting 
in this behaviour. The aim of therapy was to equip Ms N with alternative ways of coping 
with distressing feelings.
This report is a summary of Ms N ’s progress in therapy.
PROGRESS IN THERAPY
Sessions began with asking Ms N to self monitor her thoughts and feelings of tension and to 
recognise the early build up of these. She was asked to keep records of situations that made 
her feel tense and her motivation to keep these was generally good. The records showed that 
Ms N’s feelings of tension built up during the day and became most intense at night. This was 
a time when she was least occupied and had more time to think or ruminate on past events 
(see issues in therapy). In discussions centred around alternative ways of coping, Ms N was
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able to recognise several alternatives to self-harming. These included talking to staff, going 
to her room to listen to music, having some time on her own, or having a cigarette.
Ms N slowly began to use the records as a way to identify the early stages of tension build 
up. She was then able to use the alternative coping strategies earlier on, preventing feelings 
becoming extreme and leading to self-hann.
Issues Arising in Therapy
Initially, Ms N had faced a number of changes in the professionals involved in her care. 
These included a new primary nurse, a new social worker and myself as a new psychologist. 
It was clear that Ms N had a great deal of anger at the professionals who she felt had left her. 
She had some difficulty initially in expressing these feelings and exploring them in therapy. 
She interpreted these changes as professionals abandoning her and neglecting her care. This 
continued to be a recurrent theme in therapy whenever changes occurred in staff. This can 
be better understood in tlie context of her relationship with her parents. Her feelings of 
rejection and poor parenting stem from the alleged sexual abuse from her father and lack of 
acknowledgement of this from her mother. Ms N therefore finds it difficult to trust people. 
When she has trusted and built a relationship, she quickly becomes dependant and perceives 
people in parental roles.
During early sessions, discussions were based on Ms N ’s recent statements and allegations 
about her father’s sexual abuse. As a result of these statements, Ms N ’s grandmother and 
mother refused contact with her. Ms N became confused as to whether she should retract 
statements or do what she felt was right and continue with the allegations. These conflicting 
feelings had resulted in Ms N ’s self harming on a regular basis up to two to three times per 
week.
Ms N began to explore her feelings more openly in therapy and began to use her new skills
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to deal with the anger that surfaced at her parents. Although her grandmother had renewed 
contact, Ms N ’s mother did not, as she did not believe the allegations of sexual abuse. Ms 
N was extremely angry at this and felt that no one really believed her. Ms N struggled with 
conflicting feelings - her determination to progress and leave the hospital to be with her 
grandmother, but at die same time feeling hopelessness and suicidal about the allegations 
leading to nothing. Ms N ’s birthday and Mothers Day highlighted her mother’s lack of contact. 
At this time Ms N had managed to upset a number of patients on the Ward leaving her feeling 
even more rejected on her birthday. In one way, this can be understood as Ms N attempting 
to reinforce her belief that she is unworthy of love and affection stemming from her 
experience of her parents.
Ms N expressed a desire to talk in more detail about the past sexual abuse and her relationship 
with her parents. Given the importance of these feelings in culminating in self harm it was 
agreed with Ms N that sessions would now focus on these issues of her past. However, once 
started, she was unable to talk openly or cope with her feelings and withdrew the need the 
discuss these issues. She discussed her relationship with her parents in general but did not 
want to enter into discussions about the sexual abuse at this stage. Hence therapy focused on 
Ms N ’s anger at her parents for the abuse and lack of ‘good parenting’. At one stage, she 
believed these were not her real parents and that they were in fact elsewhere. This was based 
on her underlying belief that ‘real parents don’t abuse their children’ and appeared to be a 
defence against the painful recognition that they were responsible for their actions as parents.
Ms N has a tendency to blame herself for anything that goes wrong whether on the Ward, in 
her past, or with current personal relationships; she blamed herself for her past physical abuse 
from both parents and in particular for ‘being bom’. This in part was a reaction to Ms N ’s 
claims that her mother had told her she was not wanted as a baby. Ms N had extreme 
difficulty in accepting that others were responsible for their own actions. It appeared that she 
felt powerless in expressing her anger to others and therefore coped with it by blaming herself.
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This resulted in Ms N using self harm as a way of punishing herself and replacing the 
emotional pain with physical pain that could heal. Once again as these painful feelings 
surfaced Ms N decided that could no longer cope with talking about the past. It was agreed 
that therapy would continue focusing on coping strategies for the self-harm and that Ms N was 
free to bring up the feelings about her past when she was able to.
A particularly difficult time arose when Ms N ’s father had requested to renew contact with 
her via her mother. Ms N felt forced into a comer ie. in order to maintain a good relationship 
with her mother she must not upset her by refusing to see her father. Ms N was 
understandably tense for a long time. At this time Ms N ’s close friend on the Ward was 
transferred to B Ward. This, combined with the conflicting feelings about contact with her 
father, left Ms N feeling extremely lonely, angry and tense. The accumulation of these 
feelings led to Ms N wanting to be on B widi her friend and to be in an environment in which 
she felt safe. She therefore expressed thoughts of wanting to hurt a pregnant nurse on the 
Ward. Ms N made it clear in dierapy diat she had no intention of hurting die nurse or acting 
on diese thoughts but knew diat diey would result in her transfer to B Ward. Ms N had some 
difficulty in taking on board die impact and effect of her thoughts of harming the nurse. Ms 
N explained that she heard "voices" telling her to hit die nurse. However, on further 
questioning, it seems that these voices were Ms N ’s rationalisation of her thoughts and were 
not auditory hallucinatory experiences.
Having been transferred to B Ward as she hoped, Ms N coped well with no incidents of self- 
harm. In dierapy, Ms N began to explore her own childhood and her feelings of resentment 
and jealousy of a child being brought into the world who would have a better upbringing than 
she felt she had.
Ms N ’s "direats" engendered intense negative feelings on patients and staff on L Ward. Ms 
N returned to L ward but felt isolated and rejected by patients. Ms N therefore expressed die
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desire to return to B Ward. These feelings were discussed in therapy and despite all efforts 
on the part of staff and the clinical team to contain her distress, Ms N self-harmed to an extent 
that required a transfer to B Ward. Ms N seemed to be caught in a vicious cycle of going to 
B Ward from L Ward when unable to cope with stress. However, Ms N believed her friend 
needed her to be with her on B Ward. On exploration of these feelings, this cycle could be 
better understood as Ms N needing to have somebody to care for which gave her a feeling of 
self worth. However, the somewhat hostile reception received by Ms N on her return to L 
Ward by patients and the lack of a close companion she could talk to about these feelings, 
prevented Ms N from having experiences which challenged her low self worth.
At this stage in therapy, Ms N was unable to explore these feelings in any depth and was 
resisting any possibility of a move back to L Ward whilst her friend remained on B. In order 
to break this cycle it was suggested that Ms N take a break from therapy, which would resume 
on her return to L Ward. This aimed to give Ms N some space to think about recent sessions 
and to allow myself space to explore other ways of addressing these issues.
Ms N initially agreed that this was appropriate. She did not express any feelings about ending 
until the last two sessions and in the penultimate session Ms N was extremely tearful and 
angry. She interpreted the temporary cessation of therapy as an absolute end and felt rejected 
once again by another professional. She terminated this session feeling very angry, reporting 
that she would not trust anyone again and would refuse to see me for the last session. 
However, she returned for the last session and we explored the issues of dependency on a 
therapist and the role that a therapist takes on for patients in long term therapy. It was clear 
that Ms N viewed me as a parental figure who was there to look after her and care for her. 
She therefore felt rejected when therapy was put on hold until her return to L Ward. Ms N 
was more able to talk and explore these feelings in the last session and was less tearful and 
angry. However she still felt that therapy had come to an end and could no longer 
acknowledge the need for a temporary space.
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CONCLUSION
Ms N has worked extremely hard in therapy during a very difficult year for her. She has 
managed to use her new skills to deal with tension and has resisted self-harm for three months 
at a time. Ms N now self-harms only as a result of major crises which is a considerable 
achievement for her. These skills need to be consolidated with the ongoing support of nursing 
staff. Ms N will benefit from long term psychotherapy addressing the past sexual abuse and 
the impact this has on her ability to develop healthy, reciprocal relationships with others.
Nashater Deu 
Clinical Psychologist 
4th October 1994
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PSYCHOLOGICAL REPORT
Name: Mr G O House/B Ward
Hospital No: xxxx Date of Birth: xxxxxx Age: 43
Dates seen: January - March 1994 Ref: sl\R7497-X.ND
PURPOSE OF REPORT
On admission to Hospital, Mr G was unable to engage in routine psychological assessment due 
to the presence of his active psychotic symptoms. The current psychological assessment was 
therefore carried out whilst Mr G was on B Ward.
Information for this report has been obtained from previous reports, several interviews with 
Mr G, and conversations widi Mr M, Primary Nurse.
BEHAVIOUR DURING ASSESSMENT
Mr G initially presented as cautious in his responses to questions and was wary of die 
presence of nursing staff outside die interview room during the assessment. Mr G reported 
difficulty in being open in fear of odiers listening. However during subsequent sessions, he 
became more relaxed and was able to establish a good rapport. Mr G openly discussed a range 
of relevant issues. Mr G’s ability to maintain his train of diought and ideas often waned 
towards die end of die sessions. Aldiough he retained insight into this pattern and frequently 
asked me to remind him of die point he had initially made, Mr G’s recollections of past events
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were somewhat erratic and lacked chronological structure. He frequently contradicted himself 
within the same conversation. He did not report or exhibit any other symptoms of his mental 
illness. On several occasions he asked me whether I was assessing his memory as he believed 
it was poor due to the effects of long term usage of medication and previous ECT treatments. 
He remained cooperative and pleasant throughout.
BACKGROUND INFORMATION
There is background information outlined in psychiatric reports by Dr F, Consultant Forensic 
Psychiatrist, dated 9.12.91, Dr M, Consultant Forensic Psychiatrist, 29.5.82. Hence I will only 
refer to significant aspects of Mr G’s history.
Although Mr G’s account of liis personal history lacked a chronological structure, details were 
consistent with previous reports. In reporting details of his psychotic episodes and events 
during the Index Offence, there were some discrepancies compared to previous reports.
Mr G described his childhood as a troubled one, having temper tantrums at the age of 8/9 and 
being taken to a Child Guidance Clinic by his mother. He was aware that he had a difficult 
birth, and the usual childhood diseases eg. chicken pox.
Mr G reported having enjoyed school. He did not spontaneously recall any significant events 
occurring during his school years, despite previous records. It has been documented that Mr 
G was extremely upset following the death of a school friend at the age of 7 yrs, and 
following the suicide of his choirmaster at the age of 8/9 yrs after allegations alluding to 
sexual abuse of Mr G and other boys at the school. Mr G refuted the allegations and said that 
he had been upset by the suicide as they were close. It seems that these feelings has not been 
discussed openly within his family, as Mr G suggested that "they were not used to discussing 
those sorts of things". Mr G found it difficult to identify his emotions associated with these 
events.
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After leaving school at the age of 16 yrs, Mr G attended college where he began to study art 
amongst other subjects. As a result of his disinterest in other studies, he was asked to leave 
following a disagreement with his tutor. This resulted in some tension between Mr G and his 
parents.
RELATIONSHIPS
Mr G described his relationship with his mother as one which was quite volatile. He supported 
this with recollections of several arguments centred around his mothers dislike of his long hair, 
motorbikes, lack of employment and general lifestyle. For example, when he was 25 yrs his 
mother threw out the parts to a motorbike that he was repairing. This resulted in Mr G 
"smashing up the house, windows and the shed" as he said that he was more frustrated than 
she was. He further justified the act of violence as a "good way to bring us closer together" 
as in his opinion they were able to talk more openly. He described his mother as fussy and 
overprotective.
Mr G’s somewhat confused feelings towards his father were illustrated by referring to his 
father as the most significant person in his life as he had arranged for Mr G to go to college, 
and then recalling memories of threatening to kill himself if his father did not give him £25 
to finish a model aeroplane he was making. He was, however, unable to describe this 
relationship in terms of more emotional involvement. Further questioning into the nature of 
their relationship was uninformative.
During the assessment it was difficult to ascertain how Mr G has felt about events in his life. 
He had difficulty in expressing a range of emotions and quite often related stressful events 
with little change in affect or being able to identify emotions. For example, during die divorce 
of his parents when he was 18 yrs old, when his father left his modier for anodier woman. Mr 
G recalls his modier being very upset but dien rapidly went on to describe how he tried to 
leave home but was pressured into staying.
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Overall it appears that Mr G considered his parents to be too caring. He disliked being 
"pampered" by diem and dieir resistance to his independence. This perceived over 
involvement caused him to be angry with them and Mr G feels that diis brought on symptoms 
of his mental illness.
It has been documented diat Mr G was extremely jealous at the birth of his sister, but further 
questioning into the nature of this relationship resulted in Mr G saying that it "was alright, and 
there’s nodiing much to say". He was clearly reluctant to discuss this any further and claimed 
tiiat previous reports were misinformed.
With respect to friends, Mr G appeared to have many friends but had formed no particularly 
close relationships widi his peers. Mr G was uncomfortable widi discussions regarding intimate 
or sexual relationships but reported having "had a few girlfriends" and did not elaborate 
further.
PSYCHIATRIC HISTORY
Mr G’s history of admissions into psychiatric institutions and prisons are well documented 
in previous psychiatric reports and will therefore not be reiterated here. However it is notable 
that Mr G had a poor and somewhat erratic recollection of these admissions and was adamant 
that most had been mistakes on the parts of die police or mental health professionals. He 
frequently stated his belief that he was not mentally ill but that it was his "need to be 
independent that was the root of all (his) problems", and that he felt that this behaviour had 
been misunderstood by professionals, leading to his incarceration.
ATTITUDE TOWARDS SCHIZOPHRENIC ILLNESS
Mr G has contradictory beliefs regarding the presence or otherwise of his mental illness. He 
would often say that "(he) could have been mentally ill from birth or not at all", yet in later 
discussions would acknowledge his illness, in discussions of the symptoms and factors
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contributing to the onset and subsequent relapses.
When asked about the symptoms of his illness and his experiences, Mr G had difficulty in 
describing these in concrete terms, he referred to it feeling "as though (his) head has collapsed 
and the basic intellectual functioning of the brain has broken down". He admitted that he may 
have had auditory hallucinations, but reported these as whisperings which commented on what 
he was doing rather than voices instructing him. He did not refer to these as having a role in 
the commission of his offences. He also described changes in his behaviour eg. becoming 
more erratic and violent as a result of the onset of the illness but also believed they could be 
due to the periods of incarceration and a lack of availability of illicit drugs. He reported that 
his parents had noticed changes in his behaviour during his late adolescence, which they 
believed to be illness but he believes was normal behaviour for that age and borne out of a 
need to be independent.
Overall Mr G has poor insight into the factors contributing to the onset, symptoms and further 
relapses of his Schizophrenic illness and certainly does not recognise the influence of drugs 
in these relapses. He appears to have self medicated the symptoms using drugs and criminal 
activity as he reports they are "a way of keeping (his) dunking straight, giving (him) peace 
of mind, power and satisfaction".
ACCOUNT OF INDEX OFFENCE
It appears that Mr G has mixed feelings about die Index Offence and at times seemed to show 
remorse but would quickly justify his actions and die need for the level of violence used.
Mr G reported absconding from Cefti Coed Hospital and committing die robbery die same 
day. He said that he did it in order to " sort out his mental situation and to keep the mental 
illness under control", but believed diat being apprehended prevented him from achieving this.
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Mr G was clear that the robbery was carefully planned, having thought about the place, and 
the plan of action beforehand. He also suggested that he had actually visited the off licence 
on an occasion prior to the incident in order to "suss out" the setting. It appeared that Mr G 
committed the robbery for money and was not under the influence of any illicit drugs or 
alcohol. He claimed that the offence was committed under his own free will and he had not 
acted on voices in his head. However he went on to say that there were voices telling him not 
to commit the offence but labelled these as his conscience which he decided to ignore. He 
further reported the belief that there was some divine intervention which led him to choosing 
a branch from a tree to use in the offence. In recalling the details of the robbery Mr G 
minimised the severity of violence used and die effects on the victim by omitting these details 
of the attack until prompting elicited them. According to his description of the events, Mr G 
went into the off licence, walked up to the assistant (who was stood behind the counter) with 
the branch in his hand and took the money from the till. He then saw a "fat customer" who 
pinned him down to the floor. Mr G said that his illness prevented him from pushing this 
customer off himself. Only on prompting, did he describe the attack on his victim, and how 
she fell to the floor injured.
In reflecting on die offence, Mr G believed diat aldiough die attack may have been "a bit 
brutal", the level of violence was necessary as the only way to have obtained the money, 
despite die fact that the victim had not attempted to resist die robbery. Shortly after being 
arrested he wrote an apology to her relatives, as suggested by a psychiatrist at the time, which 
was not sent due to his deteriorating mental state. Mr G believes that he needed to commit the 
offence to prevent being witiiout money, or being locked up in prison or hospital. He was 
unable to recognise that the consequences of his actions had led to the very same results.
Mr G recalled feeling quite "panicky" during die commission of die offence and believed diat 
if he had taken "psychedelic" drugs prior to the act he would have been more capable of 
committing die offence witiiout being caught. He believes diat these drugs would have given
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him more confidence and more energy. Mr G’s only regret was that he had ended up in 
Hospital as a result and that "they (mental health professionals) don’t understand me and why 
I did it".
CURRENT DIFFICULTIES
Mr G was asked to identify areas of need that may be causing difficulties on the ward at 
present. He was able to recognise that his aggressive outbursts in the past had caused problems 
but he believed that he had this under control now. More importantly he recognised that his 
inappropriate physical contact with women visiting the ward was also problematic and was 
fully aware that he was wrong for doing this. However he quickly explained that it was 
inevitable that this would happen as he is "sex starved and frustrated" by being on the ward 
without women. He appeared to have complete insight into the inappropriateness of this 
behaviour. He demonstrated this by his appropriate behaviour with me throughout the 
interviews, after the boundaries around this behaviour had been outlined to him at the start. 
At the end of the assessment period he thanked me for trusting him in a room on my own and 
said that ‘trust’ was something he had not experienced for many years.
Mr G often referred to his ability to have "out of body experiences" which he believes allow 
him to see what will happen in die future. During one interview he said that he had a 
premonition that he would shortly be transferred to anodier ward, which in fact was validated 
by die realisation of die move three weeks later. However there had been some discussion on 
die ward diat diis may be the case which Mr G may have heard and he therefore appears to 
have difficulty in distinguishing what he experiences as reality and fantasy.
Mr G reported having fantasies of hurting odier patients by stabbing tiiem with knives. He did 
not believe diat he would act on these fantasies and reported using them as a way of coping 
with feeling tense to replace feelings of self hann. However die frequency, intensity and 
degree of elaboration of tiiese fantasies may need to be monitored to ascertain die risk of
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enactment.
ATTITUDE TO TREATMENT
In discussions regarding the role of treatment and medication, Mr G was unable to think of 
any benefits of his hospital treatments, and further believed that medication, particularly ECT, 
had made matters worse resulting in his poor memory and speech difficulties.
Mr G does not believe he has made any progress during his now 12 years at Hospital Hospital 
and sees his continuing incarceration as maintaining his experience of mental illness. His view 
of non medical treatments such as psychological treatments is that they are too slow and 
dangerous as "they create more mental problems". Mr G believes that he needs ‘deep sleep’ 
treatment (a large dose of barbiturates resulting in a prolonged state of unconsciousness) 
which would "sort (him) out after a few months". He also believes that he needs illicit drugs 
not only whilst he is in hospital but also when back in die community in order to deal with 
the mental illness. He is annoyed at professionals for their lack of understanding regarding the 
usefulness of illicit drugs in helping him and feels that this is due to their lack of experience 
in the use of them. After I explained the role of psychological therapies for example in 
relapse prevention, Mr G was happy to try them but was sceptical of their benefits and was 
not very clear on his need for this approach.
Mr G’S VIEW OF THE FUTURE
Mr G sees his progress in the hospital as an automatic process over which he has little 
influence. He believes that "one day it (discharge) will just happen" as a matter of time, rather 
than as result of any change or involvement on his part. When asked about his role in 
progress, he was able to identify his need to be more stable in his behaviour and mental state, 
but was poorly motivated to engage in any rehabilitation activities. His unrealistic view of 
his future was encompassed in his expectation that "things will just turn out O.K". He does 
not see the need for any continued medication or other therapies and maintains that the
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incarceration itself and lack of illicit drugs are die problems maintaining his illness which 
would be alleviated on his return to the community and his previous lifestyle. Mr G would 
like to be discharged to an RSU in 2/3 yrs time but believes that all he needs between now 
and then in order to achieve this is "sex and a relationship". In thinking about the long tenn 
future, he would like to go back to working on a farm, and to "settle down and have a family 
one day". He was clear that he did not wish to return to living with his parents and wanted 
his independence.
Mr G was unable to identify any other methods of coping with symptoms of illness, or 
recognise stresses contributing to relapses. This is therefore certainly a important area to be 
covered with Mr G prior to his discharge to die community or indeed where less security 
makes availability of drugs more likely.
PSYCHOMETRIC TESTING 
MMPI
Although Mr G had agreed to complete this questionnaire, he had not completed any of the 
questions by the end of the assessment period. He reported having difficulties in understanding 
the procedure for filling in the answer form despite having demonstrated his understanding of 
it, following my explanation during a session and availability of nursing staff to help. It 
appears therefore that Mr G was poorly motivated to complete the fonn, which was a trait also 
demonstrated in his attitude towards therapies and rehabilitation activities in the interviews.
PRELIMINARY FORMULATION
During his late teens, Mr G was under considerable stress from having been sent to college, 
paid for by his father and not completing the course with the resulting tension in his 
relationship with his parents. Other sources of stress stemmed from his feeling unable to 
maintain the lifestyle that he had chosen and feeling pressured not to leave home or express
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his independence following the divorce of his parents at the age of 18 yrs. These factors, his 
poor strategies for dealing with stress and his regular use of illicit drugs may have contributed 
to his first acute psychotic breakdown.
The use of drugs and crime appear to be important to Mr G for two reasons. Initially drugs 
appeared to give him a way of escaping from stress and pressure in his personal life and 
crime gave him a sense of control he could not otherwise gain at home particularly regarding 
his relationship with his parents. Subsequent to his illness, he appears to have used drugs and 
crime as methods of self medicating symptoms as he believed they helped him to think 
clearly, gave him peace of mind and a sense of power.
The factors that appear to have made him vulnerable to subsequent relapses of his illness 
were his inability to express his needs eg. to be independent, resulting in further stress, 
aggression or violence, his use of drugs, alcohol and crime as ways of medicating die 
symptoms of mental illness, his lack of insight into the course of his illness leading to a poor 
understanding and compliance widi medications.
The factors which appear to have precipitated the Index Offence are his absconsion from Cefn 
Coen Hospital widi little stability from medication and poor insight into his need for treatment. 
This resulted in die Mr G resorting to well established criminal behaviours which he felt had 
brought rapid relief from illness symptoms in the past and a quick method of obtaining money 
for drugs possibly as self medication.
There are several factors that are maintaining Mr G’s current state. He still retains little 
insight into the severity and early signs of his illness, and has dysfunctional beliefs about his 
role and that of illicit drugs in relapse of symptoms. His style of coping widi stress ie. use of 
drugs and crime does not allow him to learn from his past experiences. He believes that illicit 
drugs are die cure to his illness but is unable to recognise die positive role of medication on
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his symptoms and believes diat they make matters worse. His belief that incarceration 
increases his symptoms is better understood as the symptoms becoming more real to him as 
he withdraws from illicit drugs used as self medication.
CONCLUSIONS AND RECOMMENDATIONS
Regarding Mr G’s future dangerousness, my concern lies in the strong likelihood diat Mr G 
will revert back to his previous lifestyle using crime and illicit drugs as coping strategies for 
illness symptoms, dius increasing die possibility of further assaults during criminal activity. 
In order to minimise this risk, Mr G needs to gain an understanding of his need for 
medication, possibly for die rest of his life, and the risk involved in not complying with this. 
He also would benefit from learning alternative ways of coping with stress rather than 
aggression, and understand die negative consequences of using illicit drugs not only on his 
illness but as a antecedent to crime which will lead him back into secure provision. Mr G 
currently needs long term maximum security hospitalisation in order for these issues to be 
dealt widi to minimise risk to die community or himself and particularly until such a time that 
he has a greater insight into his illness and need for medication.
The following recommendations aim to provide Mr G witii the skills necessary to monitor and 
cope effectively with stress and future symptoms of illness whilst on medication.
1. Relapse prevention
Mr G needs to be more aware and accept his need for medication. He will also benefit from 
help to improve insight into his illness, its onset and course. He will need to learn how to 
recognise the early signs of his illness in order to prevent future relapses.
2. Drug and alcohol education
Mr G has dysfunctional beliefs about die effect of illicit drugs in particular, (and to a lesser 
degree, alcohol) on his mental illness symptoms and role in relapses. He requires further
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education into the negative aspects of drug abuse on his physical and mental state in order to 
prevent his return to using these as coping strategies for illness.
3. Anger management
Mr G needs to recognise that anger resulting in aggression or violence is not an effective 
method for communicating his needs or resolving interpersonal conflicts. He will benefit fro 
learning ways of expressing himself more appropriately and how to relate to others more 
effectively, as provided in anger management training.
4. Social Skills training
Mr G’s inappropriate physical contacts with women may be addressed in the forum of a social 
skills training programme. This would provide him with alternative ways of relating to others 
which would allow him to build up relationships whilst acknowledging personal boundaries 
and social rules regarding this behaviour.
Mr G is poorly motivated to engage in rehabilitation activities. This is as a result of a 
fundamental lack of understanding of the need for therapy and his own role in progressing 
through the hospital. This will need to be addressed prior to any of these recommendations 
being implemented as he is unlikely to engage until he recognises the need for them.
Nashater Deu 
Clinical Psychologist
6til April 1994
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CASE REPORT SEVEN 
Use of a Repertory Grid with a Male Patient with Mental Illness
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PSYCHOLOGICAL REPORT
Name: Mr U O House\B Ward
Hospital No: xxxx Date of Birth: xxxxxx Age:44
Dates Seen: 8/6/94 to 28/7/94 Ref: sl\R7745
PURPOSE OF REPORT
Mr U has a history of aggressive behaviour towards women and has continued to be hostile 
to women in Hospital, particularly during relapses of his mental illness. He has poor 
relationships with his two sisters and describes his experiences with women as a " series of 
disastrous relationships".
The Repertory Grid was used primarily to gain a better understanding of Mr U’s feelings and 
attitudes towards significant women in his life but also to investigate his concept of self and 
others.
BEHAVIOUR DURING ASSESSMENT
Mr U was very cooperative throughout die assessment period. He talked openly about his 
relationships widi significant individuals chosen for the grid. He displayed a keen sense of 
humour and endiusiasm for the assessment. Mr U’s behaviour was appropriate at all times and 
he did not display any acute symptoms of his mental illness. Mr U’s concentration span was 
short, usually about 15 minutes, and hence the assessment was completed in 10 sessions.
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The results of the assessment may be affected by the unusual length of time required for its 
completion. Mr U had some difficulties in producing constructs to describe people and he 
often engaged in a philosophical debate about die terms chosen and dieir true meaning. In 
latter sessions Mr U expressed his regret at having chosen particular constructs and individuals 
as he felt they were less relevant to the assessment. These factors are taken into account in 
describing die results of his Repertory Grid.
INTERPRETATION OF REPERTORY GRID
It appears that Mr U’s assessment of others is dominated by the primary construct ie. being 
"methodical". The people he values are associated with ideas such as being a leader, being 
emotionally strong and speaking ones mind. All these ideas seem to be associated with the 
overriding notion of being in control internally and externally.
The second important construct referred to being "responsible" widi related constructs of being 
secretive and caring. Mr U’s use of die tenn "secretive" referred to people who keep their 
dioughts and feelings close to their chest. This suggests that Mr U values people who are 
reliable/trustworthy.
There was no discrepancy between Mr U’s ‘actual self’ and ‘ideal self’ which suggests diat 
he does not see die need for any change. This may affect his motivation to engage in 
therapies.
Mr U had chosen far greater number of positive tiian negative constructs. He reported that he 
always tried to see die best in people and tends not to focus on negative attributes. Whilst this 
is in part a reflection of his own tmst in others, it also suggests that Mr U avoids 
acknowledging interpersonal differences. However diis is clearly not die whole clinical picture, 
as during relapses of his illness, he clearly expresses his very strong negative feelings about 
women and is often intolerant of ‘stranger’ women on die ward.
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One hypothesis may be that Mr U presents two very distinct and different personas according 
to his mental state. It may be that his illness allows him to express his true feelings which are 
predominately negative towards women based on his past experiences. Yet, when he is well, 
he is unable to acknowledge (consciously or unconsciously) these feelings and therefore 
presents as tolerant and accepting of women. This disparity fits with the clinical impression 
of Mr U during this assessment; on the grid, Mr U minimised his feelings about significant 
women in his life, whereas in the past when ill, he had expressed strong distaste for them. 
This may in part have been due to Mr U feeling unable to acknowledge these feelings about 
women to another woman ie. myself, during the assessment period and may have been less 
acquiescent with a man.
It could be argued that Mr U’s negative feelings towards women when ill are based on 
delusional ideation. However his description of past relationships with women and his 
intolerance of women generally seem to support the former hypothesis.
For future recommendation, Mr U may benefit from individual therapy, when he is well. He 
may find exploratory psychotherapy less threatening than a more directive or confrontational 
approach to encouraging change. The key issues that may be important to explore are his 
ability to express his true feelings and his relationships and attitude towards women.
Nashater Deu 
Clinical Psychologist
22 September 1994
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GROUP REPORT
Group Therapy Addressing Eating Disorders in Female Patients with Personality
Disorders
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PSYCHOLOGICAL REPORT
Purpose of Report: This report summarises the progress of a group of women 
patients in a Psychoeducational Healthy Eating Group held on 
L Ward.
Aim of Group
The aim of this group was to provide education and information about body 
functioning, food and nutrients, and exploration of feelings and emotions underlying 
disordered eating patterns.
The main objectives were:
1. to enable participants to make informed choices about what 
they eat;
2. to help them identify precipitators to their eating 
difficulties;
3. to address dysfunctional beliefs and to explore self-concepts.
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Assessment and Monitoring
The following pre- and post-intervention measures were adopted:
Eating Attitudes Test: A self-report scale designed to tap signs and symptoms of eating 
disorders.
Body & Self Cathexis Scale:A self-report scale assessing satisfaction and 
dissatisfaction with specified body parts and personality characteristics.
Battle Self-Esteem Inventory: A self-report scale which measures an individual’s 
general, personal and social self-esteem.
Irritability Depression and Anxiety (IDA) Scale: A self-report scale which measures 
depression and anxiety, as well as outwardly directed irritability and inwardly directed
In addition, graphs were used to monitor the following emotions and behaviours on 
a week-to-week basis:
Unhappy with yourself Starve
Lonely
Guilty
Angry
Fat
Insecure
Low
irritability.
Emotions Behaviours
Afraid of starving
Anxious
Sad
Bored
Exercise
Vomit/use laxatives 
Comfort eat 
Binge
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At the end of each session participants rated the frequency or intensity of their 
behaviours and feelings over the previous week.
Group format and group membership
The group met once per week for fourteen weeks and each session lasted for W2 
hours.
The following topics were covered:
feelings about eating;
facts about food;
body functions and needs;
beliefs and thoughts about eating;
assertvieness and anger management;
increasing self-esteem;
body and self image.
Group members were six patients who had been identified by the clinical team as 
having eating difficulties. Three patients were regular attenders. One patient did not 
attend the group as a result of being transferred to B Ward prior to the group’s 
commencement. A second patient attended the first and third sessions, but then 
withdrew due to personal relationship difficulties. A third patient attended the third 
and fifth sessions, but then chose not to attend due to difficulties in reading and 
comprehension of written material.
The group facilitators were a clinical psychologist, an assistant psychologist and a 
member of the nursing staff. However, due to difficulties with staffing on the ward, 
a member of the nursing staff was only able to be present for 3 of the sessions.
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Ms R 
Progress in therapy
Ms R was reliable in attending all sessions and completing her food diaries every 
week. She contributed well to discussions and frequently shared the factual 
knowledge which she had acquired elsewhere. In the initial session Ms R appeared 
to be slightly anxious, but she settled well into later sessions.
Graphs
During the first session Ms R reported that she was engaging in the following 
behaviours - vomiting, starving, bingeing, comfort eating or exercising. There were 
no major changes in these behaviours throughout the course, although there was a 
slight increase in reported comfort eating, starving and bingeing towards the end of 
the group.
Ms R did not report any feelings of guilt, unhappiness or boredom throughout the 
course of the group. She reported a decrease in intensity of feelings of anxiety, 
insecurity, fatness and fear of starving. She did, however, report a moderate increase 
in anger during the latter sessions.
The slight increases in the reported behaviours appeared to be associated with Ms R ’s 
difficulties with the sessions addressing cognitive aspects of eating difficulties. Ms 
R may have found these sessions challenging, which raised her feelings of anger, 
therefore resulting in increases in the named behaviours.
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Eating Attitudes Test
The pre and post assessments indicated that there was a shift away from the more 
"anorexic" symptoms and that Ms R was less preoccupied with thoughts of food. She 
was less prone to all-or-nothing thinking and reported that food did not control her life 
to the same extent.
Body & Self Cathexis Scale
Prior to the group Ms R reported that there were a number of aspects about herself 
which she would change if she were able (eg: breathing, ankles, neck). Equally there 
were some parts of her body and personal characteristics which she reported that she 
did not like but could put up with (eg: eyes, back). Prior to the group Ms R seemed 
to want to change those parts of the body that are very difficult to change (eg: 
digestion, forehead). It is possible that this reflects Ms R ’s general difficulty in 
acknowledging areas of her life that she may need to change and therefore focussing 
on non-changeable aspects, which allows her to remain the same.
Battle Self-Esteem Inventory
This indicates that Ms R’s level of general self-esteem is in the 58th percentile. 
However, her social and personal self-esteem are slightly lower than average.
IDA Scale
Ms R did not report feelings of depression or outwardly directed irritability. By the 
end of the group there was a slight increase in inwardly directed irritability, which 
although not statistically significant is clinically significant, as it suggests that Ms R 
has an increased ability to acknowledge her own areas of difficulty. This was an 
attitude which was not often displayed during the sessions. Ms R reported a fairly
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high level of anxiety, which increased after the group. This could be perceived as a 
positive sign reflecting her increased ability to recognise her own needs.
Conclusion and Recommendations
Ms R appeared to take on board a number of the ideas which arose in the group and 
she particularly seemed to benefit from the cognitive sessions, despite finding these 
difficult. Ms R ’s behaviour changed slightly over the course of the group in that she 
seemed more willing to discuss situations with which she had difficulty coping. 
However, it is difficult to ascertain the degree to which she was able consciously to 
acknowledge these difficulties (eg: she would deny that anything made her angry, but 
would then talk about certain events which had made her feel angry). Ms R is 
generally well suited to group therapy, although she did have a tendancy to dominate 
discussions. Ms R could benefit from individual therapy which further explored her 
fears and anxieties about progress and ultimately leaving the Hospital.
Ms D 
Progress in Therapy
Ms D was very enthusiastic about participating in the group and attended most of the 
sessions, contributing well on each occasion. Ms D admitted that she initially felt 
anxious about attending the group sessions, but this feeling would subside. She used 
the time well to express her feelings about food and associated issues and was also 
encouraging and supportive towards other group members, who found it more difficult 
to talk. Towards the end of the group Ms D ’s attendance was less regular. This
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occurred after the cognitive session, which Ms D commented she had found useful, 
but difficult.
Graphs
At the initial session, Ms D reported high levels of vomiting/laxative abuse, comfort 
eating, starving and bingeing, but these reported incidents dropped quite dramatically 
throughout the course of the group.
For the first few sessions Ms D reported a high intensity of feeling on most of the 
graphs monitoring emotions. However, this was followed by a steady decrease in 
feelings of guilt, loneliness, unhappiness, fear of starving, low, insecurity, boredom 
and sadness. Her reported feelings of anxiety, anger and fatness remained elevated 
throughout the duration of the group.
Eating Attitudes Test
This assessment indicated that Ms D was not presenting with symptoms associated 
with an eating disorder, but her scores after the group seemed to suggest a slight 
increase in the more "bulimic" symptoms ie. bingeing, vomiting and abuse of 
laxatives. This increase although slight may possibly have been associated with her 
high levels of anxiety and anger reflected by the graphs.
Body & Self Cathexis Scale
Ms D’s overall feelings about her body had improved by the end of the group, 
although she reported that she wished she could somehow change her face, weight and 
posture. Previously, she had indicated that she did not like these aspects of herself, 
but could tolerate them. This shift may indicate that she is motivated to try and
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change those aspects which she does not like. Whilst prior to the group there were 
a number of areas of her body which Ms D did not like but could put up with (eg: 
general appearance, wrists, ankles), by the end of the group she was indicating that 
she considered herself fortunate.
With regard to her personal characteristics, following the group Ms D reported a larger 
number of areas that she would change if she were able eg. ability to express self, 
self-understanding, life goals. Once again it is possible that this indicates motivation 
to change, as previously Ms D reported that these were things she did not like but 
could tolerate.
Battle Self-Esteem Inventory
Prior to the group Ms D’s answers indicated that she had fairly high self-esteem, 
scoring in the 73rd percentile. However, at the end of the group her self-esteem had 
decreased quite considerably, placing her in the 17th percentile. This may reflect an 
increased awareness of the painful issues underlying her eating difficulties, in addition 
to her difficulties with tolerating progress.
IDA Scale
Ms D did not report feelings of depression either before or after the group. She 
reported feelings of outwardly directed hostility and anxiety both before and after the 
group which were at high levels. Despite reporting low inwardly expressed hostility 
before the group this also had increased by the end of the group.
Conclusion and Recommendations
Ms D seemed to find the cognitive element of the sessions particularly challenging,
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although she did seem to benefit from discussions centred on catastrophising and all- 
or-nothing thinking. As the sessions progressed she proved more able to catch herself 
exaggerating her feelings and actively tried to put what she was thinking into 
perspective. Ms D is well suited to group therapy, being willing to listen to others 
and to share her own concerns, thoughts and feelings in an open manner. In the 
future, she could benefit from training in anxiety management, be it through individual 
therapy or further group therapy.
Ms M 
Progress in Therapy
Ms M was a regular attender of the group, although she was the quietest member. 
Her quietness was usually due to the fact that it was difficult for her to air her feelings 
or thoughts in the presence of more dominant members of the group. However, on 
a few occasions, she was quiet as a result of something which had been said which 
caused her to feel anxious or angry. This would be revealed at the end of the session 
when Ms M would express impatience/anger at being asked to complete the graphs 
before going to lunch. When given the time and space to talk Ms M would share her 
feelings and ideas fairly freely. Ms M did not complete a pre-intervention assessment, 
but did complete the on-going assessments and all of the post-intervention assessments 
except the Battle Self-Esteem Inventory.
Graphs
On all the behaviours Ms M reported quite low occurences at the beginning of the 
group sessions. Reports of vomiting/laxative use remained low throughout the
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sessions, but Ms M reported a steady increase in comfort eating, starving and 
bingeing. This was alongside an increase in exercising.
With regard to the emotions, Ms M reported feelings of guilt, loneliness, anger, 
sadness, insecurity and fatness which were at the lower end of the scale at the 
beginning of the sessions. These feelings increased over the first few weeks and then 
remained stable during the latter sessions of the group. Ms M reported feeling low, 
unhappy and anxious to a high degree throughout the duration of the group. This may 
have been associated with her low assertiveness and low self confidence which 
prevented Ms M from participating to her full potential in the group.
Eating Attitudes Test
Ms M’s result placed her at one point below the threshhold for people who are 
considered to display symptoms of anorexia. Without the pre-intervention having been 
completed it is difficult to know whether Ms M’s score might have increased or 
decreased following the group.
Body & Self Cathexis Scale
Ms M ’s score was very low on this assessment, although her feelings were fairly 
evenly distributed between wishing to change particular areas (eg: appetite, general 
appearance, ability to express self, self-understanding), not liking but tolerating certain 
areas (eg: hair, energy level, morals, sophistication), and "am satisfied" (eg: nose, 
ears, imagination, sensitivity to opinions of others). She did not, however, report that 
she considered herself fortunate on any of the items.
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IDA Scale
Ms M reported feelings of depression, anxiety, inwardly directed hostility and 
outwardly directed hostility which were all considerably higher than the average scores 
for people who are not in need of psychiatric intervention.
Conclusion and Recommendation
Ms M seemed to benefit from attending the group despite experiencing difficulties 
with the group dynamics and her high level of social anxiety. Ms M seemed 
particularly to enjoy and gain confidence from the sessions on self-esteem and 
assertiveness. These are the two main areas in which Ms M might benefit from 
further therapy, on an individual basis, prior to her involvement in further group work 
of this nature.
Ms P 
Progress in Therapy
Ms P attended an initial interview before the group and was given the self-report 
questionnaires to complete which were not returned. However, she chose not to attend 
any of the group sessions, although the reasons for this remain unclear. On this basis, 
it is difficult to determine Ms P ’s suitability for group therapies of this nature. 
However, this does reflect her poor motivation to engage in therapy at the time.
Ms W 
Progress in Therapy
Ms W attended the initial interview and the first and third sessions of the group. She 
was keen and made valuable contributions, although she was generally fairly quiet.
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However, due to personal relationship difficulties, she was unable to cope with 
attending any further sessions.
Ms W is certainly well suited to group therapies and it is unfortunate that her 
relationship difficulties prevented her full participation in this group. This does 
however suggest that Ms W may benefit from work addressing anxiety/stress 
management, and she should be considered for future therapeutic groups.
Ms C 
Progress in Therapy
Ms C attended three of the first six sessions, during which she contributed well to the 
discussions. However, she left the third attended session and it later emerged that this 
was due to difficulties she was experiencing in understanding certain material, in 
particular reading written material. This difficulty will continue to impede Ms C ’s 
participation in group therapies of this nature. It is recommended that this issue is 
addressed on an individual basis through a skills training approach, there is no doubt 
that this will also serve to improve her self esteem.
Nashater Deu Ms T
Clinical Psychologist Assistant Psychologist
2nd February 1995
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APPENDIX 1 
EVALUATION OF CLINICAL COMPETENCE: ASSESSMENT FORM ON 
NASHATER DEU 
SUPERVISORS OVERALL EVALUATION
I feel Ms Deu is undoubtedly functioning at the level of a qualified Clinical 
Psychologist. She has a wide span of skills both clinical, research and organisational. 
She has settled well within the psychology directorate and the hospital and functions 
at a high standard. She has particular skills in engaging clients and in relating to other 
disciplines and dealing with inter-professional dynamics. She is a respected member 
of the department and a genuine asset.
SECTION A: WORK WITH INDIVIDUAL ADULTS AND CHILDREN AND 
COUPLES 
Relationship factors
This is a particular area where Ms Deu has displayed a high standard of skills. On 
all occasions she has effectively dealt with the areas outlined and has established 
appropriate professional relationships. She ha shown an ability to be adaptive and 
flexible to each individuals needs and difficulties regarding relationships and the 
therapeutic process.
Formulation of problems
Ms Deu was able to independently integrate her theoretical knowledge with presenting 
problems to both produce formulation and plans for the most effective way of 
addressing issues in therapy. She also displayed an ability to continually use
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information arising from therapy and from feed-back on the client’s presentation on 
the Ward to assess her formulations and re-formulate where necessary.
Carrying out procedures
Ms Deu has shown herself to be very thorough in considering and selecting a variety 
of assessment procedures. She has been able to successfully familiarise herself with 
administration procedures and interpretation of results. She has been able to achieve 
this in a variety of contexts including specific assessments, as part of therapy and as 
pre and post intervention measures.
In addition to this she has been able to effectively use specific treatment approaches 
including such things as guided imagery, relaxation exercises and distraction 
techniques.
Monitoring effectiveness
Ms Deu has demonstrated a clear understanding for the need to monitor the 
effectiveness of interventions and has attempted to incorporate this with all clients 
seen. This has included formal measures such as behavioural programmes, cognitive 
behavioural diaries, and tests such as the Eating Attitude Tests and the Culture Free 
Self Esteem Inventory. In addition to this where formal assessments were not 
appropriate she has liaised with other members of staff to gain feed-back about the 
clients day to day presentation as a way of monitoring change.
Reports
This is an area of particular importance within the Special Hospital setting. Ms Deu 
has been very satisfactory, she is clear in both her written and oral reporting of
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treatment offered to clients, their progress and issues remaining to be addressed. Her 
oral communication and feed-back to other disciplines is particularly impressive as she 
has the ability to report and discuss clients treatment clearly and concisely and in a 
way which can be understood by non psychologists. In addition to this she has 
ensured that clients primary nurses and the multi-disciplinary teams are aware of the 
work she is conducting with the client and any issues that may be effecting the clients 
presentation on the Ward.
SECTION B: WORK WITH FAMILIES 
Relationship factors
There is limited opportunity to be involved in family work. Ms Deu has however had 
the opportunity to co-ordinate a family meeting between a patient and his parents. In 
this setting she was extremely sensitive to the anxiety of all participating and was able 
to provide a forum in which they felt comfortable and able to communicate with each 
other.
Formulation of problems
The large majority of patients within the hospital come from disturbed and chaotic 
family background which often play a significant role in the patients presenting 
problems. Despite the lack of opportunity to engage in family work Ms Deu has 
demonstrated the ability to consider issues relating to the patients family when 
developing formulations.
Carrying out procedures
Ms Deu has successfully planned and orchestrated a family meeting although this did
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not involve any therapeutic procedures.
Reports
As previously mentioned Ms Deu has very good communication and reporting skills 
and was able to report back to the patient’s clinical team the outcome of the family 
meeting.
SECTION C: WORK WITH GROUPS 
Relationship factors
As with Ms Deu’s individual work this is an area where she has displayed a high 
standard of skill. Again, she has successfully dealt with all issues outlined. She has 
orchestrated groups which are sensitive to all members needs and difficulties within 
the group setting. She has been sensitive to the various dynamics within the group 
setting. In addition to this she has been able to set clear boundaries with the group 
setting and address issues of confidentiality, rules of the group and termination. She 
has also been able to effectively deal with issues and problems within the group 
setting which could not be anticipated and that could have potentially sabotaged the 
group.
Formulation of problems
Ms Deu has had experience of both non-directive group work and structured time 
limited group work. In both cases she has integrated theory and practice. She has 
carried out appropriate assessments of patients being considered for the group to 
ensure that the problems they present would be appropriately addressed within the 
particular group setting.
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Carrying out procedures
Ms Deu has shown herself to be extremely flexible and adaptive in carrying out a 
variety of procedures. This is particularly evident in a structured group she is running 
which involves specific procedures and format. She has been able to adapt them so 
that they can be used and understood by the group members and can be used within 
the Special Hospital setting.
Monitoring effectiveness
Again, Ms Deu has independently selected appropriate measures to monitor the 
effectiveness of the specific group. Where formal assessments were used she insured 
they complemented other formal assessments commonly used on the Ward so that the 
group could form part of an overall treatment and assessment approach.
Reports
Again, Ms Deu’s written and oral communication has been clear, concise and 
comprehensive to all disciplines. She has recognised the importance of regular feed­
back to the multi-disciplinary clinical teams and to the clients primary nurses. She 
has also ensured that the appropriate people are aware of issues arising from the group 
that might currently be effecting the client’s presentation.
SECTION D: WORK WITH DIRECT CARE STAFF 
Relationship factors
This is an area of particular importance within the Special Hospital setting and is 
historically an area that requires great sensitivity by Clinical Psychologists. These
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difficulties are particularly evident in one of the areas where Ms Deu works. She has 
been extremely sensitive to this and has gained the trust and confidence of all primary 
nurses of clients she has worked with. More generally she has established herself on 
the Ward as someone who can be trusted and whose work is respected.
Formulation of problems
Ms Deu has worked collaboratively with a number of nurses. In doing so she has 
successfully integrated the nurses knowledge of the patient, her own knowledge and 
theoretical information to develop formulations which are understood and agreed on 
by the nurse involved. From these formulations she has been able to collaborate with 
nurses to develop a plan for treating the client.
In addition to this Ms Deu has on all occasions been able to regularly review 
formulations with the nurse involved considering and incorporating new knowledge 
of the patient and where appropriate reformulating their problems.
Enabling staff to carry out procedures
Ms Deu has demonstrated great perseverance and flexibility in this area. I have been 
very impressed by her ability to keep staff focused on the issue they are addressing 
and not to become side-tracked or deterred. In addition to this she has ensured her 
availability to offer support and guidance and I suspect this and her manner are the 
main contributory factors as to why she has successfully worked through a number of 
nursing staff.
Monitoring effectiveness
Again Ms Deu has shown flexibility and perseverance in encouraging and facilitating
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nursing staff monitoring the effectiveness of interventions. This is particularly evident 
where she has collaborated on behavioural programmes and is reliant on nursing staff 
observing and recording identified behaviours. She has been able to develop 
monitoring procedures that have been realistic and achievable.
Reports
As with the other sections Ms Deu has on all occasions demonstrated her ability to 
report clearly, concisely and comprehensively in both written and verbal forms.
Other
A considerable amount of Ms Deu’s work has been on the Ward where I am Team 
Psychologist. I have found her a genuine asset and a pleasure to work with.
E: TEACHING 
Planning and Preparation
Ms Deu has had the opportunity to be involved in the teaching of other disciplines 
within the hospital and of trainee clinical psychologists. I was not involved in either 
of these sessions but have been provided with feed-back from other psychologists.
Ms Deu was able to select appropriate information to meet the aims of the teaching 
session. In doing so she was able to consider the receiving group and their needs and 
level of understanding. In addition to this she was able to consider the various 
methods of presentation and which were the most appropriate for specific pieces of 
material. Ms Deu was also able to plan sessions that were interesting and stimulating.
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Presentation
As with her reporting style, the feed-back I have received indicates Ms Deu has a very 
clear and comprehensive style of transmitting knowledge and skills. She seems to 
have a particular skill at avoiding technical jargon and presenting information in a way 
that can be easily understood by non psychologists. In addition to this she 
demonstrated a clear and full understanding of the information being presented being 
able to respond to a variety of questions and feed-back.
Monitoring effectiveness
All teaching sessions Ms Deu has been involved in have used questionnaires regarding 
the session. In addition to this she has been able to reflect on the session and identify 
areas and particular presentation methods that people responded well to and those that 
were received less positively. In doing this she has been able to consider ways of 
improving future sessions.
F: ORGANISATIONAL WORK/STAFF TEAM WORK 
Knowledge of organisation
Ms Deu has made every effort to familiarise herself with Broadmoor Hospital and the 
way in which it operates. She has quickly come to grips with this complex 
organisation and the role of various staff within it. She has demonstrated a clear 
understanding of the hierarchy and of formal and informal communication system both 
within the Psychology Directorate, the Wards where she works and the hospital as a 
whole.
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Activity within organisation
Ms Deu has been able to operate effectively within the organisation. Her 
understanding of the relationship and dynamics between different disciplines and how 
they fit into the organisation has enabled her to function appropriately and to tolerate 
and reflect on a variety of frustrations.
In addition to this she has taken on hospital duties and is the Psychology Directorates 
Communication Representative providing a link between our department and the 
Hospital Management Team. This is part of the organisational development 
programme within the hospital. She also participates in the Equal Opportunities 
Committee and has a particular interest in exploring how issues relating to Equal 
Opportunities can be addressed across the hospital.
Contribution to Ward-based or staff team activities
Ms Deu is part of two multi-disciplinary clinical teams, one for male patients and one 
for women patients. She regularly attends Ward rounds, business meetings and case 
conferences. Within these settings she is able to actively participate offering a very 
appropriate psychological contribution. She functions well in these settings and relates 
well to other disciplines and listens and considers their points and perspectives.
G: RESEARCH ACTIVITIES 
Identification and evaluation of relevant literature
Ms Deu has the ability to effectively integrate relevant literature and research to both 
clinical issues and more widely to the role of psychology in the organisation. She has 
demonstrated a comprehensive knowledge of relevant literature and research relating
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to her clinical practice and on all occasions has utilised this.
Formulation and Design: Identification of problems
Ms Deu approaches her work from a scientist-practitioner perspective. She has been 
successful in approaching both clinical and non-clinical problems in this manner, 
clearly identifying the problem and then developing strategies to understand and 
address the problem.
Data collection and analysis
With regard to specific research projects Ms Deu’s main focus of the research has 
been on her PsychD in clinical Psychology and the research component of this. She 
is currently at the data collection stage and has shown herself to be self-reliant in this 
area with no difficulty in organising and planning data collection.
Interpretation of results
With regard to specific research projects Ms Deu has not yet reached the stage of 
interpreting results. However with regard to her clinical practice where she has 
identified specific problems that have been addressed using behavioural and cognitive 
measurement techniques she has had no difficulty interpreting results, drawing 
appropriate conclusion and planning further treatment based on the results.
Use of research activities
Ms Deu has displayed a keen interest in research, in particular applied research aimed 
at increasing our understanding of the aetiology and treatment of various offender 
types. This is demonstrated by her choice of research topic for the PsychD, in clinical 
psychology. When completed, this work will complement the wider research strategy
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into sex offenders within the department. It is also hoped that her research will 
enhance our understanding of the use of sexual fantasies by sex offenders and possible 
treatments to reduce them. Therefore her research is of great value to the service the 
psychologists offer within the hospital and will hopefully be utilised by other 
psychologists.
H: PROFESSIONAL BEHAVIOUR 
Reliability
Ms Deu conducts herself in a very professional manner. On all occasions she has 
shown herself to be very reliable both in her time-keeping and in her completing work 
she has agreed to undertake.
Interest and enthusiasm
Ms Deu is an extremely enthusiastic member of the department who clearly is very 
interested in forensic clinical psychology.
Organising work load and managing priorities
Ms Deu is currently managing a large work load within the department. She has no 
difficulty in organising and prioritising this. She is also aware of her limitations and 
appropriately assertive in negotiating her work load and tasks undertaken.
Degree of independence appropriate to the stage of learning
Ms Deu has developed a very satisfactory balance of independence. She makes full 
use of supervision and then carries out her work independently, displaying a 
responsible approach and conduct. She is also able to recognise when further
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consultation is necessary and when she needs some support and has effectively sought 
this out.
Awareness of ethical issues
Ms Deu is clearly sensitive to ethical issues and has been faced with a number of 
situations where these have required consideration. These have included experience 
including hospital wide issues such as the use of seclusion and the ethics of this and 
experience at considering and discussing the ethics of particular types of clinical 
practice carried out by other professionals.
Use of supervision
Ms Deu has used her supervision appropriately. Using it both as a forum to develop 
and test out her own ideas and views and to receive support and guidance. She is 
responsive to feed-back, constructive criticism and suggestions and has no difficulty 
discussing her own clinical practice and situations she finds difficult and the impact 
this has on her.
LONA ROBERTS
Senior Clinical Psychologist 10 August 1994
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APPENDIX 2 St Andrews House 48, Princess Road East 
LEICESTER 
LE1 7DR
The British Psychological Society
HC/FMR
30th September 1994
Miss N Kaur Deu 
Psychology Department 
Broadmoor Hospital 
CROWTHORNE 
Berkshire 
RG117EG
Dear Miss Kaur Deu
The Committee for the Scrutiny of Individual Clinical Qualifications has recently considered the 
Evaluation of Clinical Competence form submitted in relation to your third year of training in 
clinical psychology.
The Committee agreed that, following the successful completion of a two-year clinical psychology 
training course, you had satisfactorily completed a further period of 12 months’ supervised 
practice. You are, therefore, now eligible to register as a Chartered Clinical Psychologist.
Should you wish to register as a Chartered Psychologist it will be necessary for you to apply 
formally to the Society for registration, and the appropriate application forms are available from 
this office on request. You must not describe yourself as a Chartered Psychologist until you have 
received notification that such an application is successful. If you also wish to use the 
adjectival title "clinical" then you must join the Division of Clinical Psychology. The enclosed 
booklet "Information on the Register of Chartered Psychologists" maybe of interest to you.
May I take this opportunity to congratulate you on the successful completion of your period of 
supervised practice.
Yours sincerely
HELEN CLARK (Miss)
Administrative Officer
enc
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University of Surrey 1993
ABSTRACT
The aim of the present study was to investigate the role of criminal fantasy in 
premeditated and repetitive sex offending. It utilised a projective technique developed 
originally by Schlesinger & Kutash (1981), to elicit criminal fantasy.
The present controlled study involved 48 male subjects. Two experimental groups; 
Predatory sex offenders (had committed more than one sex offence of the same type 
and had planned the commission of them) and Opportunist sex offenders (had 
committed only one known sex offence and had not planned its commission) and two 
control groups; non-sex offenders and a group of non offenders living in the 
community. All offenders were Special Hospital patients. All subjects were matched 
for age and length of incarceration (with the exception of the community group).
The findings confirmed the hypotheses that the Predatory sex offenders would be 
significantly more organised and elaborate in their criminal fantasies and more likely 
to report that the crimes were planned than Opportunist sex offenders.
Findings failed to show significant differences between groups in the number of 
projected sexual criminal fantasies and the number of repetitive themes in the criminal 
fantasies. The groups did not differ on a measure of impulsivity.
These findings are discussed with reference to the literature on the role of fantasy and 
impulsivity in criminal behaviour. It is suggested that fantasy does seem to play a 
significant part in repetitive and premeditated sex offences in providing a forum for 
prior rehearsal of the crime. This is in line with the findings of Ressler (1986) that
204
highly organised and repetitive offenders are characterised by a fantasy life that drives 
their offences. Implications and methodological considerations for future research are 
discussed.
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SECTIO N 1 IN T R O D U C TIO N
1.1 Sex offences
Prins (1986) reported that the number of sex offences in England and Wales was 
approximately 10,000 per year, which represents less than 1% of all crime. This is 
probably an underestimate since less than 30% of rapes are actually reported and 
given that in recent years there has been an increased awareness and reporting of sex 
offences such as ‘date’ rape, rape within marriage, and rape of males. "Sexual 
offences" include: rape; attempted rape; buggery; indecent assault; gross indecency 
with a child; unlawful sexual intercourse; and incest and also sexual crimes that do 
not involve ‘victims’, such as prostitution.
Several researchers have attempted to provide sex offender taxonomies in the past. 
These have tended to focus on rapist taxonomies rather than sex offenders more 
generally. Strategies used to classify rapists, have included specific aspects of the 
offence, characteristics of the victim, and psychiatric or legal subgroupings, for 
example; Henn et al (1976),Rada (1978). Attempts to propose motivational typologies 
have produced a greater variety in categories. Cohen et al (1971) describe four main 
types of rapist ie. compensatory, displaced aggression,impulsive, and sex aggression- 
diffusion. Seghorn & Cohen (1980) supported these categories but replaced the latter 
category with a "sadistic" group. Prentky et al (1985) concluded, after reviewing these 
taxonomies, that these classifications" had failed to examine comprehensively the 
motives of men who assault women". They provided their own classification of rapists 
(Prentky 1985) into eight groups, defined by combinations of three variables; the 
meaning of aggression, the meaning of sexuality and the offenders level of
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impulsivity. They define two types of aggression; instrumental-aggression is used to 
force compliance; expressive-act is principally violent. There are four levels of 
meaning of sexuality:
a) compensatory - behaviour used to act out some sexual fantasy
b) exploitative - rape is an impulsive, predatory act
c) displaced anger - sexual act is an expression of rage
d) sadistic - rape is an enactment of sexually aggressive fantasies
Impulsivity is dichotomised as high or low.
Although these classifications have provided a better understanding of rape and 
indecent assault, there has been little research into typologies of other sex offenders 
and one may question the usefulness of generalising these rape typologies to other sex 
offender groups.
1.2 Psychological Theories of Aggression and Violence
There has been a plethora of literature on the underlying theories of aggression and 
violence. In summary these can be divided into three main groups:
Instinct Theories
These suggest that an innate impulse or instinct is the cause of aggression and 
violence. Freud referred to two basic instincts, the life instinct (Eros) and the death
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force (Thanatos). In the conflict between the instincts of life and death, the 
destructive energy is displaced to the external world. Lorenz, following observation 
and study of animals, proposed that aggression stems from an innate fighting instinct. 
Aggressive energy gradually builds up and has to be vented in some way. Storr (1970) 
tried to fuse the psychoanalytic and ethological theories of aggression. He extended 
the above ideas by suggesting that the way in which an individual manifests 
aggression in later life results from unconscious motivations derived from childhood 
emotional experiences.
Criticisms of instinct theories have focused on the lack of empirical verification, and 
hard evidence of an instinctual biological drive (Hollin 1989).
Drive theories
These refer to the development of a reactive drive, which motivates a particular 
behaviour and is acquired through experience rather than being innate. This theory 
utilises elements from both psychoanalytic and early behavioural psychology to 
explain aggression (Dollard et al 1939). It postulates that if a goal is blocked and 
results are not forthcoming, this leads to a state of frustration; the frustration instigates 
aggression leading to aggressive or violent behaviour. Since this was initially 
postulated by Dollard et al, there have been many reformulations of the theory by a 
number of researchers. For example, Berkowitz (1965) suggested that an anger 
eliciting cue needs to be present in order for the potential for aggression to be realised.
This theory has the advantage that it can be tested experimentally however it was 
criticised for its lack of complete explanatory power, and hence social learning
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theories became more popular.
Social Learning Theory
This was postulated by Bandura (1973). He suggested that there are three aspects to 
the understanding of aggression; the acquisition of the aggressive behaviour, the 
process of instigation of the aggression; and the conditions that maintain the 
aggression. The theory states that acquisition of behaviour occurs through learning by 
experience or observation. There is evidence that aggressive behaviour can be acquired 
through direct reinforcement -Hayes et al (1980) and via observation -Bandura et al 
(1963). Bandura suggested that the anticipated outcome, signalled by environmental 
cues previously associated with aggression, not only made aggression more likely, but 
also pointed to the potential victims of the aggression. Novaco (1978) described the 
possible relationship between cognition, emotion and behaviour. He referred to the 
cognitive appraisal of provocation as having a significant effect on ‘angry’ arousal and 
aggression.
1.3 Impulsivity and Criminal Behaviour
In 1963, Eysenck & Eysenck conceptualised Impulsiveness as a constituent part of 
Extraversion, together with sociability and liveliness. More recently, however they 
have suggested that there are two distinct components of Impulsivity, one 
corresponding to Extraversion (Venturesomeness) and the other aligned with the 
Psychoticism dimension (Impulsiveness), (Eysenck & Eysenck 1978, 1980).
Looking at other approaches to the study of Impulsivity, MMPI measures have
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construed it as a broad temperament dimension which is independent of age and 
intelligence and stable over time (Dahlstrom & Welsh 1960).
Utilising MMPI data and psychophysiological measures, Blackburn (1973) studied the 
link between antisocial conduct and personality deviation in Special Hospital offender 
patients. Impulsivity was defined as a personality construct denoting abruptness of 
arousal of affective and motor responses. Blackburn found that impulsivity was 
associated with a history of aggressive crimes and also with a wider range of criminal 
offences.
When impulsivity has been used in connection with offenders it has referred often to 
the life style of this group or to the commission of their offences. Prentky et al 
(1986) in their description of the relationship between sex offences and impulsivity, 
divided impulsiveness into these two types.
In sexual offences, impulsivity was found by these authors to be most common in the 
"displaced anger" type of rapist. This suggests that sex offending is a way to displace 
the offender’s anger, which is usually unplanned, and determined by the situational 
events.
Planning and forethought before the offence is considered to be more common in the 
"compensatory" type of sex offenders, who are compulsive rather then impulsive. 
Their offences are motivated for the most part by a strong sexual motivation.
In life styles, impulsivity refers to failure in the development of controls or, if controls 
appear to exist, lack of ability to effect control because of other "serious ego defects"
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(Prentky & Knight 1986). It was related to the frequency of adult serious sexual 
offences rather than to a particular type of offender.
Several personality inventories and scales have been developed which attempt to 
measure and quantify impulsivity amongst other personality variables. These have 
included the Millon Clinical Multiaxial Inventory; its predecessor - the Minnesota 
Multiaxial Personality Inventory, and the more recently developed Special Hospitals 
Assessment of Personality and Socialisation. In these instruments, impulsivity has been 
characterised by qualities such as lack of moral restraint, easily aroused anger and the 
need for excitement (Blackburn 1971).
1.4 Fantasy and Crime
1.4.1 Defining Fantasy
When reviewing the literature on fantasy it is clear that there is a considerable degree 
of overlap in definitions of fantasy, daydreaming and imagery. In fact the terms have, 
in many cases, been used interchangeably. Daydreaming was defined by Singer (1966) 
as any cognitive activity representing a shift of attention away from a task. Burgess 
et al (1986), defined fantasy as an elaborate thought with great preoccupation, 
anchored with emotion and having origins in daydream. Prentky et al (1989), based 
their definition of fantasy on Burgess’ definition but replaced "thoughts" with 
cognitions and suggested that fantasies may be characterised by rehearsal as well as 
preoccupation. More functional explanations have suggested that fantasies have been 
characterised as a learned thought process which allows the individual to create a 
type of mental picture. This picture is comprised of a group of symbols unified into
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a script, in which the subject has a definite role to play in a sequence of events that 
is organised to some extent, and is capable of dramatisation. (Mednick 1977; Crepault 
& Couture 1980; Carlson & Coleman 1977; Schlesinger & Kutash 1981).
Numerous papers have been written on fantasy, its definition, content, measurement 
and function. To date, the consensus has been minimal, as different theorists view and 
explain fantasy within the framework of their own theory. For example, 
psychodynamic theory explains fantasy as an expression of unfulfilled conscious and 
unconscious wishes (Hollender 1963). The content reflects an unfulfilled wish. The 
experience of the fantasy is a sense of fulfilment of that wish (DeMartino 1974).
Behavioural theorists maintain that fantasy content occurs through reinforcement 
(Rimm & Masters 1974) and that fantasies that continue are reinforced or are 
themselves reinforcing. Other theorists view fantasy content as determined by current 
experience; Klinger (1971), suggested that fantasies reflect the current events and life 
concerns of the individual. This reflection presumably allows one to rehearse, rework 
and reorganise the information, thus providing an opportunity to prepare for an 
upcoming situation.
1.4.2 Fantasy and Psychopathology
"Fantasy may be a substitute for action or may prepare the way for later action."
Beres (1961).
The link between fantasy and psychopathology has been the subject of a great deal of
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interest in the recent literature. Apparently motiveless crimes have been later explained 
by suggesting that they are an enactment of a fantasy leading to the commission of 
the offence. MacCulloch et al (1989) provided such an explanation of the motivation 
of their sample of sadistic patients, whose crimes appeared to be driven by "internal 
circumstances". They found a pattern of sadistic fantasies that in a repetition - 
compulsion fashion were played out repeatedly - initially in fantasy only, later on in 
mock trials and eventually in assaults. The more the fantasies were cognitively 
rehearsed the more power they acquired in terms of their efficiency as a source of 
arousal and pleasure.
1.4.3 Fantasy Content and Its Assessment
With reference to offenders, the most common fantasy content studied is that of a 
sexual nature and it’s relationship to sexual deviancy. The accumulation and 
elaboration of sexual fantasy themes in the clinical literature has largely resulted from 
interests in personality theories and in the treatment of sexual deviancy via the 
manipulation of fantasy content. Most methodologies for analysing the content of 
sexual fantasies start with a preconceived notion of the important aspects to be 
investigated. Measurement tools have to date included self report, direct interview, 
questionnaires and checklists. Projective techniques such as the Rorschach have been 
used as a measure of imagination, which has been linked with the ability to fantasise. 
More recently Schlesinger et al (1981) developed a projective technique specifically 
designed to tap fantasy about crime and found significant differences between 
compulsive sex offenders and substance abusers in their fantasy content.
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Scales that rely on the subjects interpretations of their experiences and abilities, and 
self reports are notoriously sensitive to social desirability biases, demand 
characteristics and context and expectancy effects (Lynn & Rhue 1987).
With such broad and unquantifiable terms such as imagination and fantasy, it is not 
surprising that measures developed to tap these phenomena have resulted in few 
conclusive findings on their role, prevalence or content.
1.4.4 Fantasy Proneness
It has been suggested that not all individuals are able to fantasise, or at least not to 
the same degree. As Lynn and Rhue (1988) suggest, there may be some individuals 
who are more prone to fantasising than others. They found that on a measure of 
imaginative involvement, fantasisers differed from non fantasisers on measures of 
hypnotizability, imagination, waking suggestibility, hallucinatory ability, creativity, 
psychopathology and childhood experience. They developed the term fantasy-prone 
from Wilson and Barber’s (1981, 1983) description of fantasisers whose defining 
characteristic was a unique constellation of personality traits and experiences that 
coalesced around a deep, profound and longlasting involvement in fantasy and 
imagination. Lynn & Rhue’s fantasy-prone person was described as being able to "set 
the theme and then an imaginative scenario unfolds that has some of the 
characteristics of a dream and some of a motion picture".
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1.4.5 Function and Role of Fantasy
Can fantasies be healthy and when do they become deviant or maladaptive? Singer 
(1976) suggests that fantasies and daydreams may be the foundation of serenity and 
purpose in our lives. He argues on the basis of his experiments with people who used 
drugs and alcohol to stimulate or numb their inner lives, that fantasy plays a basic role 
in the healthy development of any male or female. Those who have trouble using 
fantasy to enrich their lives or as a substitute for aggression, run the risk of serious 
trouble at each stage of their lives. He further suggests that the risks of an 
underdeveloped fantasy life may include delinquency, overeating, and the use of 
dangerous drugs.
While the precise function of consummated fantasy is speculative, Prentky et al( 1989), 
and MacCulloch et al (1989) agree that once the restraints inhibiting the acting out of 
the fantasy are no longer present, the individual is likely to engage in a series of 
progressively more accurate "trial runs" in an attempt to enact the fantasy as it is 
imagined.
MacCulloch et al (1989) suggested that shaping of the fantasy and the motivation for 
consummating the fantasy may be understood in terms of classical conditioning. Abel 
and Blanchard (1974) discussed the role of fantasy in treatment, noting that "repeated 
pairing of ....fantasised cues with orgasm results in their acquiring sexually arousing 
properties". It is not possible to claim that the translation of fantasy into behaviour is 
solely explicable by the classical conditioning model, but it does appear that the more 
the fantasy is rehearsed, the more power it acquires and the stronger the association 
between fantasy content and sexual arousal.
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Rorschach explains adolescent aggression, antisocial behaviour and delinquency as a 
failure to internalise the appropriate attitudes of adults. Their early contacts with adults 
never taught them to try out, playfully and in fantasy, the complex and relatively self­
controlled behaviours of their elders.
Rorschach’s famous inkblot studies provided interesting findings regarding typologies 
of individuals. Those who did not take the trouble to organise the inkblots into 
personal images and who responded to obvious characteristics, such as colour or 
resemblance to a bat, were more likely to be impulsive and excessively dependant on 
the external environment.
1.4.6 Translation of Fantasy into Behaviour
A possible mechanism by which fantasy is acted upon, was postulated by Burgess et 
al (1986), in their motivational model for sexual homicide. They postulated that the 
murderer’s early development of an active, aggressive fantasy life (daydreams) 
combined with later sexual reinforcement (compulsive masturbation) and increasing 
detachment from social rules of conduct (social isolation) provide a framework that 
reinforces subsequent violent behaviour. Burgess et al found evidence for daydreaming 
and compulsive masturbation in over 80% of their sample of sexual murderers, in both 
childhood and adulthood. Conte (1985) supports the link between fantasy and arousal 
via masturbation and suggests that sexual fantasies about children may be an 
antecedent in child sexual abuse.
Lynn & Rhue (1987) found in their study that fantasisers scored higher than other
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subjects on an index of projected hostility, reported using fantasy as an escape, as an 
outlet for anger, and as a means of regulating their internal life. Abel and Blanchard 
noted (1974), that there is abundant support in the psychoanalytic literature for the 
"high concordance and occurrence of deviant behaviour and fantasy". There have also 
been several studies using the plethysmograph which provide support for the role of 
fantasy in perpetuating sexually assaultative behaviour.
Why are certain fantasies acted upon? The classical conditioning theories, proposed 
by Prentky et al (1989) and MacCulloch et al (1989), have pointed to the role of direct 
reinforcement in fantasy escalation. Burgess et al (1986) said that a person is 
motivated to murder by their way of thinking. Over time, their thinking patterns 
emerged from or were influenced by early life experiences. Theories have also focused 
on the individual’s need for control. For example, MacCulloch et al (1989) suggested 
that when people feel unable to control events in the real world, particularly in the 
sphere of sexual relationships, this could explain the establishment of patterns of 
fantasy in which the patient controls his inner world and in that way becomes the 
success he would like to be in the real world.
Some theorists have suggested that acting on fantasy may minimise anxiety. 
Schlesinger and Revitch (1980) state that once fantasy builds up to a point where 
inner stress is unbearable, the way for later action is prepared. Lynn and Rhue (1988) 
propose the need to study the development and role of fantasy in psychological 
disorders that appear to be related to a chaotic, unregulated or overly rigid and 
inflexible use of fantasy. In certain psychological conditions (eg. multiple personality 
disorder, schizophrenia, and obsessive compulsive disorder),
fantasy may minimise anxiety while perpetuating symptomatology by fostering an
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avoidant style of conflict and problem resolution.
1.4.7 Factors Affecting Fantasy Development and Expression
There have been many suggestions in the literature that not all individuals fantasise 
about the same thing or to the same extent. The factors that appear to influence an 
individual’s ability to fantasise have been cited by only a few researchers but findings 
have considerable implications for sample selection in research studies on fantasy. 
Prentky et al (1989) found that 58% of serial murderers but only 29% of single 
murderers had higher than average IQs. Although the difference was not statistically 
significant, the trend was consistent with the hypothesis (Ressler et al 1981), that 
organised murderers have higher IQs than disorganised murderers. He states that while 
intelligence seems to have little bearing on the quality or the content of the fantasy, 
it does influence how well the fantasy is translated into behaviour (ie. how organised 
the crime scene is) and how successfully the offender eludes apprehension.
Shanon (1977) suggested that fantasies change with age. For example, sexual fantasies 
vary with feelings about sexuality, perceived opportunities for sexual encounters and 
the mental and physical well-being of the individual, all of which themselves vary 
with age. He states that new experiences add to the potential supply of fantasies and 
unless suppressed, one can choose and nurture the fantasies that one has. Thus age and 
it’s attendant experience play a significant role in fantasy content and frequency.
Some research has shown that there are specific differences in fantasy between males 
and females (Friday 1973). More common differences in content reported between 
sexes include; submissiveness, aggression, specific-general and definition of
219
satisfaction (Barclay 1973; DeMartino 1969; Friday 1973). The question of the 
relationship between sex-related differences in fantasy content and implied differences 
in the function of fantasy remains unanswered.
1.5 Organised / Disorganised Taxonomies of Offenders
Violent offenders have been classified according to one or more variables (Megargee 
1966). For example, Conklin (1972) suggested that there were four types of robber; 
the professional (carefully planned by organised teams whose victims usually are 
institutions); the opportunist (crime is not planned in advance and targets are small 
amounts); the addict robber and the alcoholic robber (not planned or organised and 
targets are easy victims).
Ressler et al (1986) examined the role of the organised/ disorganised dichotomy which 
has proven to be a relatively powerful discriminator in two important areas, crime 
scene investigation and life history variables (Prentky et al 1989). The classification 
of the crime as organised or disorganised is based on the notion that highly repetitive, 
planned and well thought out offences will be distinguishable from spontaneous, 
random and sloppy offences. According to Ressler’s prediction, the organised offender 
should be more characterised by a fantasy life that drives the offences than is the 
disorganised offender. He found numerous differences between these two groups of 
offenders with respect to acts committed during their offences, thus providing support 
for the validity of a typological discrimination that has theoretical roots in fantasy.
Prentky et al (1989) also proposed that the crime scenes of their sample of serial
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murderers could be classified as organised if the scene suggested that a semblance of 
order existed before, during and after the offence, and that this order was aimed at 
preventing detection. The homicide was classified as disorganised if the crime scene 
was characterised by great disarray, suggesting that the assault had been committed 
suddenly and with no apparent plan for preventing detection. The planning variable 
was defined as premeditation. The study looked at the role of fantasy and findings 
supported the hypotheses that serial sexual murderers were more likely to have 
underlying mechanisms that drive their assaultative behaviour than single sexual 
murderers. This internal drive mechanism was hypothesised to take the form of an 
intrusive fantasy life that is manifested in:
1. higher prevalence of paraphilias
2. higher prevalence of organised crime scenes and
3. higher prevalence of violent fantasies.
They found that two-thirds of serial murderer’s first sexual homicides were organised, 
whereas three-quarters of single sexual murderers were disorganised. Other findings 
confirmed the above hypotheses.
Implications for the Current Study
From the above review, there are a number of important questions that arise for the 
study of sexual crime and its antecedents.
1. It has been suggested by a number of researchers that fantasy may provide the link
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between criminal ideation and criminal behaviour ie. fantasy provides the forum for 
rehearsal or fore-planning of the crime as suggested by MacCulloch et al (19X9). 
Therefore those offenders who are known to have pre-planned the commission of their 
offences may have rehearsed their offences in fantasy and be more likely to have 
fantasies with criminal content. Moreover, the content may reflect the nature of their 
past offences.
2. The offender who uses fantasy to pre-plan his crime, could also be expected to be 
more organised or orderly in the commission of his offence having had the 
opportunity to consider, for example, the type of weapon to use, time, place and even 
type of victim, than the offender who has not rehearsed his offence to the same degree 
prior to its commission. This pre-planning, rehearsal or forethought in fantasy may as 
a consequence result in more organised criminal behaviour. Overall, criminal fantasies 
in these offenders would be expected to be more organised, orderly and may even 
contain more detail or elaboration of the crime scene if the crime has been rehearsed 
in depth in fantasy.
3. It has been suggested that the more fantasies are cognitively rehearsed the more 
power they acquire in terms of their efficiency as a source of arousal and pleasure 
(MacCulloch et al 1989). Following each behavioural try-out the fantasy is modified 
and elaborated, to make it more arousing and pleasurable. This "snowballing effect" 
of the fantasy suggests that there may be an element of repetitive rumination in 
thought, about the crime - possibly associated with compulsive offenders ie. offenders 
who commit the same type of crime again and again. If this is the case, then this 
group of offenders could be expected to have criminal fantasies that are elaborate, 
detailed and have repetitive themes amongst them. For example sex offenders may be
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expected to have sexual themes throughout their fantasies.
4. Offenders who have not pre-planned or rehearsed their crimes prior to committing 
offences, would be described as impulsive as they would take the opportunity to 
commit the offence when it arises, rather than prepare and set up the scenario, in 
fantasy or reality, beforehand. This is in keeping with Prentky et al’s (1986) 
description of "compensatory" sex offenders who more commonly plan their offences 
and are considered to be more compulsive rather than impulsive.
The present study aims to examine these questions by studying the content of criminal 
fantasy in sex offenders who are known to have planned the commission of their 
offences in detail and those sex offenders who are considered to have taken an 
opportunity to commit their offences rather than having decided on specific details 
of their crimes before the commission. It also aims to investigate the relationship of 
impulsivity and repetitive criminal behaviour. Based on these aims and the above 
findings, the following hypotheses are put forward in this study:
SECTION 2 HYPOTHESES
1 a) Opportunist sex offenders will be significantly more impulsive than Predatory 
sex offenders.
b) The three groups of offenders will be significantly more impulsive than non­
offender controls.
2. Predatory sex offenders will have significantly more repetitive themes of crimes in
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response to fantasy generation scenarios than opportunist sex offenders, non-sex 
offender and non-offender controls.
3. Predatory and opportunist sex offenders will describe a significantly greater number 
of sexualised crime scenes in response to fantasy generation scenarios than non-sex 
offender and non-offender controls.
4. Predatory sex offenders will be significantly more organised in their descriptions 
of crime scenes, than opportunist sex offenders and non-sex offender control groups.
5. Predatory sex offenders will show significantly more elaboration of crime scenes 
in response to fantasy generation scenarios, than opportunist sex offender, non-sex 
offender and non-offender controls.
6. Predatory sex offenders will describe a significantly greater number of crime scenes 
as planned in response to fantasy generation scenarios than opportunist sex offenders, 
non-sex offender and non-offender controls.
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SECTION 3 METHODOLOGY
3.1 Design
The study compared four groups of subjects (two experimental groups and two control 
groups), on measures of criminal fantasy and impulsivity. The experimental groups 
were divided into sex offenders that pre-planned and were organised in the 
commission of their previous offences (Predators), and sex offenders who did not pre­
plan and were disorganised in the commission of their offences (Opportunists). This 
dichotomy is based on Ressler’s (1986) distinction of offenders who were organised 
and disorganised in their crime scenes and MacCulloch et al’s (1989) description of 
offenders who could be categorised in this way.
The two control groups were firstly a group of non sex-offenders, chosen because they 
had a background in crime (not sexual) and so that "experience of crime" could be 
controlled for; and secondly, a non-offender group with no experience of any form of 
crime.
3.2 Sample Selection
A total of 48 subjects took part in the study. Each of the 4 groups contained 12 
participants.
The three groups of offenders (Groups 1,2 & 3) were obtained from a special 
hospital,ie. Ashworth Hospital, Merseyside:
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Experimental Groups
The sex offenders (Groups 1 & 2) had been charged with such sex offences as rape, 
paedophilia, sexual assaults, incest etc,.
Selection Criteria:
Group 1 - Predatory Sex Offenders
1. Had committed more than one sex offence of the same type (eg. two rapes, three 
sexual assaults on children etc..)
2. Had pre-planned the commission of their sex offences
3. Had carried out their sex offences in an organised manner, according to their 
original plan
4. Had chosen their victims prior to committing the offences
Group 2 - Opportunist Sex Offenders
1. Had committed only one known sex offence
2. Did not appear to have pre-planned the commission of their sex offence
3. Carried out the offence in an unorganised manner, not following a premeditated 
plan
4. Had not chosen their victim prior to committing the offence
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Control G roups
Group 3 - Non sex offenders
These offenders had been charged with offences such as armed robbery, 
manslaughter, murder, arson and grievous bodily harm. They had no recorded or 
known offences of a sexual nature.
Selection Criteria:
1. Had committed any number of offences but not sex offences or related activities. 
They were included whether or not they preplanned their offences, or chose their 
victims beforehand.
Group 4 - Non-offenders
These were chosen as a non-clinical control group and were selected from males 
living in the community. They were approached by the researcher to participate in the 
study.
60 subjects were referred of which 50 met the selection criteria. Of all the suitable 
subjects that were approached, only two sex offenders refused to participate in the 
study as they were involved in daytime activities that prevented their involvement. The 
final 48 participants were male, non-psychotic and did not have a diagnosis of learning 
disabilities. They were all matched as closely as possible for age.
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Table 1 
Sample Demographics
Group Mean Age 
(Yrs)
Age Range 
(Yrs)
Mean Duration of 
Incarceration (Yrs)
1 31.75 23 - 43 4.58
2 27.58 24 - 38 4.58
3 29.83 23 - 42 4.42
4 29.83 22 - 40 -
Table 2
Results of oneway analyses of variance on subject demographic variables by 
group.
Subject
Variable
Degrees of 
Freedom
F Ratio
AGE 3,44 0.3182
LENGTH OF 3,44 0.0119
INCARCERATION
IQ (NART) 3,44 3.0257
Age and IQ were compared across the four groups and length of incarceration across 
the three offender groups by a one way analysis of variance. There were no significant
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differences between the four groups. These can therefore be considered to be 
controlled for when discussing the findings of the analyses on subjects’ responses to 
the fantasy cards and impulsivity scale.
3.3 Materials
(see Appendix 2)
Special Hospitals Assessment of Personality and Socialisation (SHAPS)
This device has been developed by Blackburn over many years (eg. Blackburn 1982) 
with the aim of measuring broad dispositional variables of relevance in the evaluation 
of antisocial or asocial individuals. The SHAPS aims to measure personality traits, 
rather than symptoms, and it is not diagnostic in the sense of providing indications 
of current symptomatology or psychiatric category. Its major use lies in describing 
deviant tendencies which may contribute to the identification of ‘personality disorder’ 
and which provides a firmer basis for identifying dispositions associated with 
persistent deviant behaviour in the individual case. The device is sub-divided into ten 
scales which have been found to be of relevance in the investigation of subjects 
having antisocial personality disorder.
For the purpose of the present study, although subjects completed the full SHAPS, 
only one sub-scale was selected from the questionnaire for analysis, ie. Impulsivity 
scale. This scale was derived from a factor analysis of MMPI - Minnesota Multiphasic 
Personality Inventory - items (Blackburn, 1971). It measures primarily awareness and 
acceptance of sexual and aggressive ‘impulses’ rather than motor disinhibition. It
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correlates with unconventional values, sensation-seeking, interview ratings of 
psychopathy, history of aggressive offences and greater variety of offences (Blackburn, 
1973) and has also been shown to discriminate recidivists from first offenders (Como, 
1977). Reliability has been shown to be 0.84 (Blackburn, 1971).
National Adult Reading Test (NART)
The NART comprises a list of 50 words printed in order of increasing difficulty. They 
are all ‘irregular’ with respect to the common rules of pronunciation in order to 
minimise the possibility of reading by phonemic decoding rather than word 
recognition. The subject reads aloud down the list of words and the number of errors 
is recorded. The scale has been validated by Nelson & McKenna (1975) and Nelson 
& O ’Connell (1978). Both studies showed that the task is resistant to effects of 
dementia and any other deleterious effects. It is therefore often used as a measure of 
premorbid intellectual functioning.
Criminal Fantasy Technique - Schlesinger and Kutash (1981)
This is a projective technique, designed by the above authors, that taps and elicits 
offenders’ criminal fantasy. It allows the use of projective material as a tool to help 
in the prediction of future behaviour.
The technique consists of twelve 20*25mm cards, upon which are drawn various 
crimes either about to occur, presently occurring, or having just occurred. Table 3 
shows the types of offences that Schlesinger and Kutash were attempting to elicit in 
fantasy.
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This scale ‘measures’ criminal fantasy and was used in this study as it has certain 
advantages over tools used in the past, for example direct interview and self report 
measures. It allows the offender to reveal his fantasy about crime without having to 
actually admit that this is his fantasy. When direct interviews and self report 
measures have been used in the past to obtain information about fantasies, it is 
possible that the offender has modified the description of his true fantasy so as to 
appear socially acceptable and to avoid further recriminations as a result of admitting 
to having certain fantasies particularly if they are deviant or have been acted out in 
past offences.
The indirect method of eliciting fantasy by the use of this projective technique 
eliminates the social desirability effect, since the offender does not have to directly 
disclose his fantasies but can project them into stories, thereby not openly laying claim 
to them.
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Table 3
T ypes o f O ffences D epicted in the Crim inal Fantasy Technique
Card Type of Offence
1. Drug deal
2. Arson
3. Bank robbery
4. Exhibitionism
5. Break and entry
6. Assault
7. Embezzlement
8. Sexual assault
9. Child molestation
10. Organised crime
11. Stealing
12. No offence depicted
(See Appendix 2 for cards used).
The scale to the researchers knowledge, has not been used in any other published 
studies. The authors of this technique, state in their paper that cards 4,5,8, and 9 
significantly distinguished substance abusers from sex offenders, in terms of the 
number of pathological stories created. They also claimed that cards 4,8, and 9 clearly 
elicited pathological fantasy of a sexual nature.
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3.4 Scoring o f the Crim inal Fantasy Technique C ards
The stories told by the subjects were analysed by two independent assessors, (both 
psychologists in clinical training). Inter-rater reliability was calculated (see page 35).
The scoring of the content of the scenes differs from that used by Schlesinger & 
Kutash (1981). They scored each fantasy according to whether it was pathological or 
not. The current study aimed to study the content of fantasy in more detail to 
investigate differences between not only sex offenders and non-sex offenders but also 
predatory sex offenders and opportunist sex offenders. For this purpose the following 
guidelines for scoring were developed:
1. Repetition of themes
i) a violent crime scene - ie. any description of a crime scene which contains reference 
to violence (interpersonal and/or property) but without reference to a sexual encounter 
or sexual thoughts in the persons described.
SCORE 1 for each scene that is violent ie. range of possible score = 0 - 12 for each 
subject.
ii) A sexualised scene - any description of a crime scene which contains any reference 
to a sexual encounter or sexual thoughts in the persons described.
SCORE 1 for each scene that is sexualised ie. range of possible score = 0 - 12 for 
each subject.
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iii) Non-violent and non-sexual scenes - any description in a crime scene which 
cannot be included in the above criteria.
SCORE 1 for each scene that is non-violent and non- sexualised ie. range of possible 
score = 0 - 12 for each subject.
2) Organised crime scene - ie. a semblance of order existing before, during and after 
the offence and a verbal description which is systematic.
(Disorganised crime scene - ie. is characterised by disarray and shows evidence of 
erratic thoughts or behaviours).
SCORE 1 for each scene that is organised ie. range of possible score = 0 - 12 for each 
subject.
3) Elaboration of crime scene - a crime scene story which goes beyond the mere 
description of the card stimulus and any additional information given that was not 
already asked for by the researchers questions outlined earlier.
SCORE 1 for each crime scene that is elaborated upon ie. score range for each subject 
=  0 - 1 2
4) Planned crime - ie. whether the crime was pre-planned or not. This may either be 
apparent from the description of the crime scene, or from the answer given to this 
question asked by the researcher.
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SCORE 1 for each crime scene that is pre-planned ie. score range for each subject = 
0  -  12
Interrater Reliability
(See Appendix 6 for calculations of Cohen’s Kappa for the scoring criteria for each 
variable).
Cohen’s Kappa was used to evaluate rater agreement on the scoring procedures for the 
12 fantasy cards between two independent raters who were both Psychologists in 
Clinical Training.
Interrater reliability coefficients for each variable were as follows; violent themes (k=
0.833); sexual themes
(k= 1.0); non sexual/violent themes (k=0.833); organised fantasies (k=0.915); elaborate 
fantasies (k= 0.834). Interrater agreement was not calculated on the "planned" and 
"again" variables as responses to these were elicited by direct questioning and not 
therefore open to subjective interpretation. The mean interrater reliability coefficient 
was k= 0.8897. This represents a high level of agreement between raters, and therefore 
the researcher’s scoring criteria were used as the basis for the analysis of the data.
3.5 Procedure
The proposal for this study was approved by both the research and ethics committees 
at Ashworth Hospital, prior to its commencement.
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Special Hospital Participants (Groups 1, 2 & 3)
The RMOs (Responsible Medical Officers) and team psychologists were sent the 
selection criteria for each research group and were asked to refer appropriate clients 
to the researcher (see Appendix 3 for criteria). The researcher then asked the RMOs 
for permission to approach the referred clients and asked them to sign a consent form 
(see Appendix 4 for an example form). The researcher then visited the wards and was 
introduced to the referred clients by the team psychologist. All clients were informed 
individually at this initial meeting about the purpose and content of the study and 
asked if they were willing to participate (see letter in Appendix 5). If they agreed to 
take part, they were asked to countersign the consent form sent to the RMOs. A 
second meeting was then arranged between the researcher and client to carry out the 
research.
Non offenders (Group 4)
All subjects were either known to the researcher or to friends of the researcher and 
were living in the community. Each subject was asked if they had a criminal record 
and all replied in the negative. In all cases, to the best of the researcher’s knowledge 
the responses were true. The researcher approached appropriate subjects, explained the 
purpose and content of the study and asked if they were willing to participate in the 
study. Willing subjects were asked to sign a consent form. A second appointment was 
arranged between the researcher and the subjects to carry out the study.
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All Participants
The criminal fantasy technique cards were administered to all subjects individually 
by the researcher and the following instructions were given (as used by Schlesinger 
& Kutash 1981):
" I have a series of 12 cards that show scenes of different crimes either taking place, 
about to take place, or having just taken place. The purpose is to help us understand 
you better. I’m going to show you each picture one at a time and I’d like you to make 
up a story about each one. Be as creative as you like, but the story should have a 
beginning, a middle and an end. The story should be based on the crime you see in 
the picture."
As in Schlesinger’s study the following questions were asked if the answers did not 
emerge spontaneously through the subjects’ productions:
a) Why did s/he do it (the crime)?
b) Was it planned?
c) What was the person thinking right before s/he did the crime?
d) What will the person gain?
e) How did the person feel before, during and after the crime?
f) What happens to the person?
g) Will s/he do it again?
The entire version of the SHAPS was given to the subjects to complete although only 
those questions constituting the Impulsivity scale were scored. This was done in order
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that the subjects were blind as to the nature of those questions to be used for analysis, 
eliminating any possibility of bias in responses due to awareness of the trait to be 
measured. The NART was administered by the researcher. The order of administration 
of the Criminal Fantasy Technique cards, SHAPS and the NART was counterbalanced 
to eliminate any order effect.
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SEC TIO N  4 RESULTS
Impulsivity and each of the fantasy variables were compared across groups by a 
oneway analysis of variance. Post hoc comparisons of means were used to compare 
between group differences.
(see Table 4 and Table 5 for means, standard deviations, and F values).
Table 4 
Results of oneway analyses of variance on each variable by group.
Variable Degrees of 
Freedom
F Ratio
IMPULSIVITY 3,44 0.6907
VIOLENT 3,44 0.8893
SEXUAL 3,44 0.1716
NON SEXUAL/ 
VIOLENT
3,44 1.3359
ORGANISED 3,44 20.3728**
ELABORATE 3,44 5.8713**
PLANNED 3,44 5.6423**
AGAIN 3,44 0.7786
**Results that show significant differences in group mean scores at 0.05 level 
following Scheffe’s test.
(Results are significant after Bonnferroni’s adjustment for multiple analyses 
ie p.< 0.0045).
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Table 5
The group means (and standard deviations) for each dependant variable.
VARIABLE
1
GROUP
2 3 4
IMPULSIVITY 15.916 15.000 18.167 15.417
sd (6.88) (5.51) (6.44) (4.39)
ranges 2 - 26 7 - 24 5 - 25 9 - 21
VIOLENT 2.583 1.833 2.250 1.917
sd (1.24) (1.12) (1.14) (1.51)
ranges 1 - 5 0 - 3 1 - 5 0 - 6
SEXUAL 2.750 2.750 2.417 2.583
sd (1.14) (1.86) (1.08) (1.08)
ranges 1 - 5 0 - 7 0 - 4 0 - 4
NON S/V* 6.583 6.250 7.583 7.167
sd (2.23) (2.18) (1.44) (0.94)
ranges 1 - 9 2 - 10 5 - 10 6 - 9
THEMES** 11.917 10.833 12.167 11.667
sd (2.39) (3.01) (1.59) (1.67)
ranges 6 - 15 2 - 13 10 - 16 10 - 16
ORGANISED 9.083 q 1.917 b 2.250 h 1.417 b
sd (2.84) (2.84) (2.80) (2.64)
ranges 4 - 12 0 -  8 0 -  8 0 - 7
ELABORATION 8.833** 3.250 k 5.833 5.250
sd (3.16) (2.83) (3.74) (3.41)
ranges 3 - 12 0 - 10 1 - 12 1 - 11
PLANNED 9.667a
b
6.667 6.667 h 6.500 b
sd (1.97) (2.81) (1.97) (2.07)
ranges 6 - 12 0 - 12 4 - 10 4 - 12
AGAIN 8.917 7.416 7.667 8.417
sd (2.06) (3.58) (2.10) (2.78)
ranges 5 - 11 0 - 12 3 - 10 2 - 12
*Non S/V refers to Non sexual/violent themes.
** Themes variable was derived from computation of violent, sexual and non sexual/violent 
themes to provide total mean number of repetitive themes per group.
note : means which share the same superscripts are not significantly different from each other. 
All other means with superscripts are significantly different at P=.()5 or less.
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There were between group differences for the organised, elaborate and planned 
variables. Post hoc comparisons of means showed that:
1) Group 1 (Predatory sex offenders) were significantly more organised in their crime 
stories, which was indicative of projected organised criminal fantasy, than Group 2 
(Opportunist sex offenders) and Groups 3 & 4 (Control groups). There was no 
significant difference between the remaining groups.
This then supports hypothesis 4, that sex offenders who plan and organise their own 
crimes, have more organised criminal fantasies.
2) Group 1 (predatory sex offenders) were significantly more elaborative in their 
criminal fantasies than group 2 (opportunist sex offenders). There was no significant 
difference in elaboration of crime scenes between other group means.
This finding supports hypothesis 5, that Predatory sex offenders who rehearse their 
criminal activities in fantasy are more likely to have elaborate and detailed fantasies 
than Opportunist sex offenders who may not rehearse their crimes in fantasies.
3) Group 1 described a significantly greater number of crime scenes as planned than 
groups 2,3 & 4. There was no other significant difference between other group means.
This finding supports hypothesis 6, that predatory sex offenders who plan their own 
crimes will also report crimes based in fantasy as planned.
There were no significant between group differences on measures of impulsivity,
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number of repetitive themes in criminal fantasy (violent, sexual, non sexual /violent).
There were no significant between group differences in reporting that the crime would 
be committed again by the person depicted in the crime scene. Note: Overall, groups 
tended to say that on average, 8 out of the 12 crimes that they described would be 
committed again by the person depicted in the crime scene.
The relationship between impulsivity and fantasy variables was also investigated. (See 
Table 6 for correlation matrix).
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Table 6
Correlation Matrix For Dependant Variables.
(All variables have been abbreviated for convenience).
IMP VIOL SEX NON
S/V
ORG ELAB PLAN AGAIN
IMP 1.000
VIOL -.102 1.000
SEX *.459 -.096 1.000
NON
S/V
.013 .086 -.275 1.00
ORG -.196 .282 .016
*
.319 1.00
ELAB -.277
*
.369 -.016 .298
**
.806 1.000
PLAN
*
.332 .183 -.114
*
.490 .42 .292 1.00
AGAIN
*
.482 -.251
*
-.457 .051 .011 -.025
*
.331 1.000
NB. Marked values are those which show significant positive correlations ie. values 
> 0.3 (*) and > 0.6 (**).
The results of the correlations elicited some interesting relationships between the 
variables:
a) Organisation was con-elated with elaboration (0.806), and planning (0.42) ie. the 
more the subject elaborated the stimulus the more organised was the criminal fantasy.
b) Impulsivity was positively correlated with the offence being committed again
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(0.482) and with sexual themes (0.459), and ie. the more impulsive the subject, the 
more likely he was to say that the offence would occur again and the more likely he 
was to project sexual criminal fantasies.
c) Violence was positively correlated with elaboration (0.369), ie. the more elaborate 
the subject was in describing the scenes, the greater the number of violent themes 
present.
d) The presence of non sexual/violent themes was positively correlated with saying 
that the offence was likely to be planned (0.457).
A Factor analysis with oblique rotation was performed on all the scores, in order to 
examine the extent to which the observed correlations between variables was due to 
commonality between these variables. This produced 7 factors with an eigen value 
>0.3. Based on amount of variance and interpretability of content, 3 factors with an 
eigen value >1.0 were retained for final interpretation. These factors accounted for 
72.7% of the variance.
(see Table 7 for results of factor analysis).
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Table 7
Oblique results for the factor analysis of the dependant variables.
Loading Eigen value Variance
(%)
Factor 1
Elaborate
Organised
Violent
0.915
0.885
0.592
2.523 31.5
Factor 2
Again
Sexual
Impulsivity
0.806
0.784
0.779
2.152 26.9
Factor 3
Non sexual/violent 
Planned
- 0.901
- 0.725
1.139 14.2
The first factor which accounts for 31.5% of the variance refers to elaborate criminal 
fantasies which go beyond the details given by the card stimulus, the criminal 
fantasies being organised and the presence of violent themes in the fantasies.
The second factor, which accounts for 26.9% of the variance refers to the likelihood 
that the crime will be committed again, the presence of sexual themes in the fantasies, 
and the greater level of impulsivity in the respondent.
The third factor which accounts for 14.2% of the variance refers to the absence of 
non sexual/violent themes in fantasies and the respondent reporting that the crime
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was not planned. There was some loading of the "Planned" variable on factor 
1 (0.361) and on factor 2 (0.462).
The three factors were not significantly correlated and could be considered to be 
independent of each other. (See Table 8).
Table 8 
Intercorrelations of the 3 Factors.
Factor 1 Factor 2 Factor 3
Factor 1 1.0000
Factor 2 - 0.0719 1.0000
Factor 3 - 0.1711 - 0.0849 1.0000
Subjects’ Perceptions of the Fantasy from the Criminal Fantasy Technique Cards
In order to investigate the extent to which subjects perceived the fantasy that the card 
was intended to depict (cf. Schlesinger & Kutash 1981), the number of times (%) 
that the subjects’ responses reflected the intended depicted criminal fantasy was 
plotted. (See Graph 1 overleaf).
The results show that for card 2 (Arson), subjects almost always referred to the 
fantasy which it was intended to depict ie. in 95% of cases. In the case of Card 1 
(drug deal) subjects were least likely to refer to the fantasy which was intended ie. in
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25% of cases. For the remaining cards, with the exception of card 7 (embezzlement), 
subjects referred to the expected fantasy in over 50% of the cases. It is worth noting 
that for card 8 (sexual assault) subjects referred to the expected fantasy in only 50% 
of cases although Schlesinger & Kutash (1981) had stated that this was one of the 
cards that had clearly elicited pathological fantasy of a sexual nature in their study.
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SECTIO N 5 D ISC USSIO N
Impulsivity and Sex Offending
There were no between group differences on Impulsivity as measured by the SHAPS. 
There are a number of factors that may have contributed to this finding.
It is interesting to note that all the scores for the four groups fell within the ‘normal’ 
limits for impulsivity ie. less than 25. According to the literature on sex offending 
and impulsivity, sex offenders who do not preplan their offences would be expected 
to be more impulsive (Prentky 1986). However, the literature has tended to 
concentrate on impulsivity in rapists and not in other types of sex offender. The 
population in this study were not a homogenous sample of sex offenders with respect 
to offence type, which may have confounded differences in impulsivity.
Opportunist sex offenders may have had one known sex offence but may have had 
other offences eg. burglary, arson etc. Thus, although classed as one- off offenders 
with respect to their sexual offence, they may have committed other crimes that could 
be classed as repetitive. The results suggest, however, that opportunist sex offenders 
are no more impulsive than predatory sex offenders on this measure. Future research 
may need to consider impulsivity based on life style or frequency of offences with 
other types of sex offender such as paedophiles or exhibitionists.
Although the definition of Opportunist sex offenders was only one sex offence, there 
is the question of whether offenders of multiple offences can be opportunist
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throughout their criminal careers. Future studies may wish to compare multiple 
predatory sex offenders with multiple opportunist sex offenders.
The sex offenders were no more impulsive than group 3 (non-sex offenders). This 
latter group were not selected as predatory or opportunist and therefore the group may 
have been a mixture of repetitive offenders and one-off non-planners. This highlights 
the need to investigate this distinction in offenders generally rather than sex offenders 
alone.
It is also possible to argue that the group of opportunist sex offenders are in fact 
potential compulsive/repetitive offenders but were caught before they had the chance 
to commit the crime again. It is also therefore possible that they have fantasies about 
the crime but are in the early stages of the "snowball" process of rehearsal and 
behavioural try-outs. They have therefore not become as sophisticated at developing 
their fantasy as the predatory sex offenders who, having carried out a number of trials, 
have been able to elaborate and modify their fantasies. Could this group be potential 
planners? It may be useful to consider the preplanning element to offending as a 
continuum rather than an all or none category. It appears that all sex offenders were 
able to project fantasies; therefore it is not the ability to fantasise that is the key 
distinction between the groups but the extent to which these are developed.
With regard to the relationship between impulsivity and fantasy measures, the results 
of correlations and factor analysis infer an underlying relationship between sexual 
criminal fantasies, impulsivity and the crime being committed again. Does the 
underlying factor suggest that the presence of sexual criminal fantasies in an impulsive 
individual increases the likelihood of the crime being committed again? The idea is
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in part supported by the view that ‘impulsive’ offenders have failed in the 
development of controls or have a lack of ability to effect control because of serious 
ego defects (Prentky & Knight 1986). Therefore one would expect them to report that 
the crime would be committed again when the opportunity arose.
It could be that there are certain types of offences that are more likely to be 
committed on impulse than others. The sex offenders fell mainly into three groups, 
rapists, sexual assaulters and paedophiles. Differentiating these groups in further 
research may provide a clearer picture of impulsivity levels in various sex offences.
In order to examine the strength of this cluster of variables as an offender typology, 
one might need to identify impulsive individuals at the outset and then study the 
relationship between the presence of sexual criminal fantasy and repeat offences.
Repetitive Crime Scenes
Violent Themes
The study separated purely violent themes with no sexual motives eg. mugging, 
murder, assault, from sexual themes which may have contained violent acts eg. rape, 
sexual assault, but could also have been non violent eg, exhibitionism.
It is therefore not so surprising that there was no significant difference between 
offender groups in the number of repetitive violent themes in the crime stories, since 
there was no group that was composed of violent offenders in particular; there was a 
combination of violent and non violent offenders. If any violence was mentioned in
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the projected criminal fantasies, it was more often in the context of a sexual act such 
as rape, and this would have been scored as a sexual theme rather than a violent one. 
(This distinction was purely an arbitrary one made by the researcher and is not meant 
to infer anything about the sexual crimes not being considered as violent acts).
In order to be scored as a violent theme, the subject had to go beyond stating a violent 
act eg, fight, mugging, and had to give some explicit description of violence in 
behavioural terms, eg, smash, stab, hit etc. It may not have been necessary to separate 
violence as explicitly stated in behavioural terms from "violent" acts which may infer 
acts of violence without explicitly stating them eg. murder, assault and differences 
between groups may have been seen on the number of repetitive violent acts described 
in the fantasies.
One might have expected that the non-offenders would describe significantly less 
violent themes given their supposed lack of experience of offending behaviour. 
However, this was not shown to be the case. The mean number of scenes that were 
described as purely violent was quite low for all groups eg. 1 or 2 and these may have 
been associated with the cards that were explicitly aimed at eliciting violence. Results 
of the correlations suggested that the more elaborate the individual was in describing 
the scenes, the greater the number of violent themes present. This suggests that there 
is an underlying relationship between these variables that may warrant further 
investigation.
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Sexual Themes
Overall, there were no significant between group differences in the number of sexual 
criminal fantasies projected.
The most ambiguous of the three cards that were intended to elicit sexual fantasy was 
found to be card 9 - a woman lying on a couch - which was intended to depict sexual 
assault. Some offenders said that it was murder, or burglary that ended in murder, 
some said it was a cases of wife battering under the influence of alcohol. Most said 
that it could not represent a sexual crime because the woman’s skirt was not pulled 
up and therefore subjects tended to change their minds about the nature of the crime 
after noticing this. (See Graph 1 for details of cards and actual fantasy elicited).
Although the advantage of using the fantasy cards rather than direct interview, was to 
eliminate social desirability effects, subjects may still have been reluctant to report 
fantasy as sexual or deviantly sexual, particularly when not overtly depicted by the 
stimulus card. The subjects may have had sexual fantasies or thoughts about cards but 
not wanted to express them: i) because the researcher was female and embarrassment/ 
feeling uncomfortable may have played a large part and ii) although they were told 
that their responses were confidential, offenders may still have had fears or concerns 
about the implications of verbalising sexual fantasies especially if they reflected their 
past offences or if they were deviant or contained paraphilias.
The incarcerated subjects may have undergone various therapies for their offences, 
either in terms of gaining insight into their role in the offending behaviour or having 
been treated for their deviant sexual fantasies via reshaping/ aversive reconditioning.
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They may therefore have been less likely to divulge any sexual thoughts because they 
were remorseful or embarrassed about their own offences. Although length of time 
incarcerated was controlled for, it was not possible to control for the number or types 
of therapy received since being in the Special Hospital. Some offenders may still have 
been denying their own sex offences, not wishing to disclose any sexual feelings even 
in the guise of a story. It maybe that better rapport developed over a longer period of 
time between the researcher and the subjects may have helped.
Non offenders and non-sex offenders may still have had sexual fantasies as frequently 
as sex offenders, which they would simply be less likely to act upon. Therefore one 
would not expect a difference between groups in terms of number of sexual fantasies 
although one might in terms of type eg. number of paraphilias. However there was no 
evidence of paraphilias in the crime scenes.
Non sexual/violent themes
There were no significant between group differences in the numbers of non 
sexual/violent themes projected in criminal fantasies.
On closer examination of the responses there appeared to be some blurring in 
definition of the different types of crimes described. It was difficult to classify 
individual themes ie. could shoplifting and stealing or burglary and robbery be 
considered in the same category or as separate crimes? In this study such distinctions 
were not made and all non-sexual/violent offences were grouped together for scoring 
purposes.
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The correlations and results of the factor analysis (Factor 3), suggest that there is an 
underlying relationship between abscence of non sexual/violent themes in fantasies 
(eg.burglaries, shoplifting, robberies) and abscence of planning. This may be attributed 
to the belief that burglaries and robberies etc., have to be planned ie. having to check 
out the place before attempting to rob it. If this is the case, then the presence of 
fantasy and its use as a forum for rehearsal of these types of crime warrants further 
investigation.
Organised Criminal Fantasy
Predatory sex offenders were significantly more organised than Opportunist sex 
offenders in their projected criminal fantasies. The results support Prentky et a l’s 
(1989) findings that offenders who preplan their crimes, have a higher prevalence of 
organised crime scenes.
If predatory sex offenders have rehearsed their crimes in fantasy, then one might 
expect that in doing this they would try to organise the events within the scenario, in 
order to maximise the chance of being able to carry out the offence with few mistakes 
and also to maximise arousal at the time of fantasising about the crime.
The results also support Ressler’s (1986) findings that the organised offender (in this 
case the predatory sex offender) is more characterised by a fantasy life that drives his 
offences than is the disorganised offender (in this case the opportunist sex offender). 
What appears to be the underlying difference between the two groups is their u^e of 
fantasy rather than ability to fantasise.
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The non-offenders may not necessarily use fantasy to rehearse crime but may use it 
to rehearse other non criminal activities whether sexual, work related,or anxiety 
provoking situations such as interviews. This then resurrects the issue of whether there 
are some individuals who are either more prone to fantasy (Rhue 1988) or whether 
some individuals use it more as a means for rehearsing forthcoming events. This may 
in part explain the non significant difference in organised fantasy between the 
predatory sex offenders and the control groups, ie. that they all use fantasy but in 
different ways and for different means.
The ‘organised’ variable correlated highly with elaboration (+0.806). This may in part 
be related to subjects having to elaborate the stimulus in order for the story to be 
classed as organised or disorganised. However, there were cases when a subject 
elaborated the stimulus and it was still considered disorganised in its content.
Organisation of the crime scene was also positively correlated with subjects saying 
that the offence was planned (+0.42). This may be as a result of the offender spending 
more time elaborating details of the offence and organising the information into an 
orderly manner, for the purpose of planning the crime. Therefore they are more likely 
to say that the crime was planned.
Elaboration of Crime Scenes
The predatory sex offenders were significantly more elaborate in their criminal 
fantasies than Opportunist sex offenders and control groups.
The results suggest that elaborating beyond the details of the stimulus reflects the
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subject projecting his fantasy into the crime scenes he is describing. MacCulloch et 
al (1989) suggested that the fantasy is reshaped and modified after each behavioural 
try-out. In this way the fantasy is elaborated upon, to make it more arousing. This fits 
with the predatory sex offenders’ pre-planning of the crime and repetitive rumination 
on the crime.
The results of the factor analysis and correlations suggest that there is an underlying 
factor that relates organised and elaborative criminal fantasies and violent themes. It 
may be that violent crimes are more likely to be rehearsed in fantasy. If this is the 
case, then this has considerable implications for prediction of aggressive behaviour and 
for treatment approaches using fantasy modification.
Planned Crime Scenes
The predatory sex offenders reported the crimes as being planned significantly more 
often than the Opportunist sex offenders and control groups. If predatory sex offenders 
plan their own offences then one might expect that they would project this into their 
fantasies about crime.
Methodological Considerations
There are several factors that need to be considered when interpreting the findings of 
this study.
1. The small sample sizes limit the extent to which these findings may be generalised 
to the general or offender population. However there are few studies in the literature
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that have used both offender controls and non offender controls in studying the role 
of fantasy in criminal behaviour, and this study is significant in that respect.
2. Special Hospital Patients may differ from non-hospitalised offenders. The effects 
of medication, other non-medical treatments and classification under the Mental Health 
Act may have effects on the offender’s perception of his and other’s offending 
behaviour. This was reflected in responses to questions about why the crime was 
committed in the crime scene. Many offenders said it was because the perpetrator was 
mentally ill, or needed psychological treatment or medication. These were not reasons 
given by the non offenders who tended to put more responsibility and blame for the 
crime on the perpetrator and often related motive to greed or ‘for kicks’. In this 
respect it may be interesting for future research to compare these offenders to non­
hospitalised offenders on their perceptions of motives for crimes.
3. The offenders’ length of incarceration was taken from the time of admission to the 
Special Hospital and did not take into account any other periods of incarceration eg. 
being in prison prior to their current admission. Quite often, patients are on a transfer 
from a prison for a short period of time for treatment or assessment and then are 
returned to their prison. This factor would need to be taken into account and suggests 
the need for similar research to include a prison population who have not received 
therapy with total length of incarceration in life also being considered.
Implications of the Current Study
The projective technique used showed that the cards did not always elicit the fantasy 
they had depicted. This is an interesting finding since, Schlesinger & Kutash (1981)
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found that all cards depicting sexual crimes actually elicited this in fantasies in their 
sample. The nature of the stimuli has to be such that it does not to give too many 
details about the crime inferred as this then sets limits on the scope for subjective 
interpretation. However, it appears that some cards often elicited criminal fantasies 
other than those they were intended to depict. This may be a function of the 
‘vagueness’ of the actual stimulus but also may reflect the very subjective nature of 
fantasy. Future studies may wish to consider the amount and type of stimulus material 
that elicits criminal fantasy. This latter point raises important questions about the 
other sources of material as a fantasy stimulus eg.pomography, and their role in 
offending behaviour.
The findings that predatory sex offenders are characterised by a fantasy life that is 
both elaborate and organised and are likely to have committed the same type of 
offence more than once provides a great deal of information regarding predictability 
of future offending behaviour. If this Criminal Fantasy Technique is able to distinguish 
those offenders who preplan, rehearse and repeat their offences from those who do 
not, this could be a useful clinical tool in identifying this group earlier in their 
criminal careers and possibly have preventative uses.
Implications for treatment choice are highly significant. Predatory sex offenders might 
benefit from treatments which focus on changing the nature of their fantasies and 
teaching them more appropriate methods of achieving sexual arousal. The repetitive 
nature of their fantasy life and criminal behaviour does suggest some almost obsessive 
rumination in cognitive processes. Treatments based on breaking the links in the 
"snowball" effect of the fantasy life may lie in breaking the pattern of repetitive 
thoughts about the criminal fantasy as well as the behavioural component to the
258
arousal. The links between fantasy and obsessive-compulsive thought disorders may 
warrant future research.
These findings imply a need to study the role of fantasy in criminal behaviour in 
general rather than in sex offending alone. It may be that the distinction made here 
between planners and non-planners of sexual crime can be extended to other types of 
offences and that it is not so much a dichotomy as a continuum which is based on the 
development and use of fantasy. This study, as in previous studies, has focused on the 
role of criminal fantasy in male offenders and therefore leaves the question of the role 
and function of criminal fantasy in female offenders unanswered. This is therefore an 
obvious gap to which future research in criminal behaviour can contribute a great deal.
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APPENDIX ONE 
Sample Demographics
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SUBJECT DEMOGRAPHICS
GROUP 1 - PREDATORY SEX OFFENDERS
Subject
No.
Age
(Yrs)
Duration of 
Incarceration
(Yrs)
Sexual Offence 
Types
1 43 6 Rapes of women, sexual assaults 
on children
2 32 8 Sexual assaults on children
3 28 10 Rapes of women
4 30 8 Sexual assaults on children
5 40 1 Rape and sexual assaults 
of women
6 28 1 Indecent assaults of children and 
women
7 25 5 Rapes of women
8 23 3 Sexual assaults and rape 
of women
9 42 2 Indecent assaults of women
10 31 4 Sexual assaults on children
11 32 2 Rapes and indecent assaults on 
women
12 27 5 Sexual assaults of women
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GROUP 2 - OPPORTUNIST SEX OFFENDERS
Subject
No.
Age
(Yrs)
Duration of 
Incarceration
(Yrs)
Sexual Offence 
Types
1 24 6 Indecent assault of woman
2 30 1 Rape of woman
3 35 3 Rape of woman 
& unlawful wounding
4 25 1 Indecent assault of child
5 26 11 Sexual assault 
of woman
6 27 ' 2 Rape of woman
7 27 2 Rape of woman
8 28 1 Sexual assault of woman
9 25 1 Sexual assault of child
10 37 5 Rape of woman children
11 38 8 Indecent assault on woman
12 33 6 Rape of woman
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GROUP 3 - NON-SEX OFFENDERS
Subject
No.
Age
(Yrs)
D uration of 
Incarceration
(Yrs)
Offence
Types
1 24 6 Arson
2 30 2 Manslaughter
3 25 4 Assault
4 26 8 Assault
5 37 9 Murder
6 25 5 Murder
7 42 3 Armed robberies, Arson
8 30 3 Arson
9 37 1 Murder
10 23 5 Burglary, Assault
11 22 5 Manslaughter
12 37 2 Armed robberies
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GROUP 4 - NON-OFFENDERS
Subject No. Age (Yrs)
1 24
2 22
3 31
4 24
5 37
6 24
7 24
8 40
9 36
10 28
11 35
12 33
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APPENDIX TWO 
Materials
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S H A P S
PERSONAL REACTION QUESTIONNAIRE
This booklet contains a number of questions about the way you behave, feel and react. 
Read each question and decide whether YES or NO is the answer which best fits your 
behaviour. Make your answer on the separate answer sheet by putting a cross next 
to the appropriate number, either in the column headed YES or that headed NO, 
whichever is your answer. Do not make any marks on this booklet.
Work quickly and give your immediate answer, and try to answer every question. 
There are no right or wrong answers, since this is simply a measure of the way you 
react. Your answers are entirely confidential.
*
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1. Did you like school?
2. Do you sometimes feel full of energy?
3. At an election, would you vote for someone you knew very little about?
4. Does being told off upset you a great deal?
5. Do you like to learn about science?
6. Are you a person who rarely strikes back, even if someone hits you first?
7. Do you like parties and socials?
8. Are you easily beaten in an argument?
9. Do you like to read about crime in the newspapers?
10. Is your daily like full of things that keep you interested1?
11. Do you sometimes think of things that are too bad to talk about?
12. Do you feel that you get a raw deal from life?
13. Have you at times very much wanted to leave home?
14. Do you feel that no one understands you?
15. Do you sometimes feel like swearing?
16. Is it hard for you to keep your mind on a job?
17. Are you a good mixer?
18. Would you have been more successful if people hadn’t had it in for you?
19. Do you sometimes feel like smashing things?
20. Have there been periods of days or weeks when you hadn’t the energy to take 
care of things?
21. Is your sleep restless and disturbed?
22. Do you always tell the truth?
23. Would you rather pass by someone you hadn’t seen for a long time if they didn’t 
speak to you first?
24. Do you read every editorial in the newspaper everyday?
25. Do you feel that winning a fight is more fun than anything?
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26. Does your family dislike the kind of work you have chosen to do?
27. Do you think that the police treat people badly?
28. Nowadays do you tend to give up hope of amounting to something?
29. Have you had any peculiar and strange experiences?
30. Do you feel that your sex life is satisfactory?
31. Do you very much lack self confidence?
32. Now and then, do you put off until tomorrow what you ought to do today?
33. Do you mind being made fun of?
34. Do you do many things that you later regret?
35. Is it very rare for you to quarrel with members of your family?
36. Do you sometimes have a strong urge to do something harmful or shocking?
37. Do you like to go to parties and other affairs where there is lots of loud fun?
38. Are your hardest battles with yourself?
39. When you are not feeling well, do you sometimes feel cross?
40. Do you feel you’ve done something wrong or wicked much of the time?
41. Do you feel happy most of the time?
42. Are the people who run things usually against you?
43. Do people sometimes bother you just by being around?
44. Do you feel that there’s never a good reason for hitting anyone?
45. If people could see the way you really feel, do you think you’d be thought a hard 
person to get along with?
46. Do you think that if the police don’t like you they’ll get you for anything?
47. Has anyone got it in for you?
48. Have you ever done anything dangerous just for the thrill of it?
49. Do you frequently find it necessary to stand up for what you believe is right?
50. At school were you sometimes sent to the head for misbehaving?
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51. Do you find that your table manners aren’t as good at home as when you’re out 
in company?
52. Do you ever get the feeling that you are being plotted against?
53. Do you often find it hard to understand why you’ve been so bad tempered?
54. At times have your thoughts raced ahead faster than you could speak them?
55. If you could get into a cinema without paying, and be sure you weren’t seen, 
would you probably do it?
56. Do you ever get the feeling that you are being followed?
57. Is your home life as pleasant as that of most people you know?
58. Do you often wonder what hidden reason a person may have for doing something 
nice for you?
59. Is your behaviour controlled largely by the habits of those around you?
60. Do you sometimes feel extremely useless?
61. Do you sometimes feel like picking a fist fight with someone?
62. Have you often missed out on things because you couldn’t make up your mind 
soon enough?
63. Would you rather win than lose in a game?
64. Can you get to sleep most nights without being bothered by thoughts or ideas?
65. Is your weight about the same as it has always been?
66. Do you feel frightened when you look down from a high place?
67. Are you bothered by what people think of you?
68. Do you like to know some important people because it makes you feel 
important?
69. Do you think that police and magistrates will tell you one thing and do another?
70. Would you do almost anything for a dare?
71. When you are angry do you sometimes sulk?
72. Do you feel that most brothers and sisters are more trouble than they are worth?
73. Are you irritated a great deal more than people realise?
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74. Do you feel that the only way to settle anything is to make sure you beat the 
other fellow?
75. Does it make you uncomfortable to put on a stunt at a party even when others 
are doing the same sort of thing?
76. Do you often have to fight against showing that you are shy?
77. Do you find it hard to make conversation when you meet strangers?
78. When you get bored, do you like to stir up some excitement?
79. Are you against giving money to beggars?
80. Do you frequently notice that your hand shakes when you try to do something?
81. Are there people you know whom you don’t like?
82. Do you feel that someone has been trying to rob you?
83. Do you often wish you weren’t so shy?
84. Do you enjoy many different kinds of play and recreation?
85. Do you like to flirt?
86. Have you ever used alcohol excessively?
87. Do you feel that there is little love and friendship in your family as compared to 
other homes?
88. Do you frequently find yourself worrying about something?
89. Do you find it easy to ask for help from your friends, even though you can’t
return the favour?
90. Have your parents often objected to the kind of people you mix with?
91. Do you gossip a little at times?
92. Do you like to talk about sex?
93. Have you sometimes objected to what people are doing, not because it amounted 
to much, but because of the principle of the thing?
94. Do you lose your temper easily and then get over it soon?
95. Have you been quite independent and free from family rule?
96. Do you brood a great deal?
97. Are your relatives nearly all in sympathy with you?
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98. Do you sometimes get so restless that you can’t sit in a chair for long?
99. Have you been disappointed in love?
100. Do you feel that you are no more nervous than most other people?
101. Are people inclined to misunderstand your way of doing things?
102. Do your parents and family find more fault with you than they should?
103. Do you sometimes feel excitedly happy without any reason or even when things 
are going wrong for you?
104. Do you have difficulty starting to do things?
105. Do you feel that it’s safer to trust nobody?
106. When you are in a group of people do you have trouble thinking of the right 
things to talk about?
107. If someone hits you first, do you let them have it?
108. When you are feeling a bit miserable, will something exciting usually pull you 
out of it?
109. Do you tend not to blame a person for taking advantage of someone who lays 
himself open to it?
110. Have you often felt that strangers were looking at you critically?
111. Do you think that most people make friends because friends are likely to be 
useful to them?
112. Do you feel that you are being talked about?
113. Do you sometimes laugh at a dirty joke?
114. Do you feel that you are always patient with others?
115. Do you tend to avoid strong language, even when your anger is aroused?
116. Do you think that you have very few fears compared to your friends?
117. Do you feel disgusted with the law when a criminal gets free through a clever 
lawyer?
118. Are you likely not to speak to people until they speak to you?
119. Have you ever been in trouble with the law?
120. Have you had periods of feeling unusually cheerful without any special reason?
121. Is life a strain for you a lot of the time?
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122. In school, did you find it very hard to talk in front of the class?
123. Even when you are with people, do you feel lonely much of the time?
124. Do you seem to make friends about as quickly as other people?
125. Do you feel that most people inwardly dislike going out of their way to help 
others?
126. Are you easily embarrassed?
127. Do you easily get impatient with people?
128. Do you feel anxious about something or someone most of the time?
129. Have you had more than your fair share of things to worry about?
130. Do you sometimes become so excited that you find it hard to get to sleep?
131. Do you usually have to stop and think before you act even in small matters?
132. Do you often cross the street so as not to meet someone you see?
133. When you lose your temper are you capable of slapping someone?
134. Have you often felt as though things were not real?
135. Have you any enemies who wish to harm you?
136. Can you walk into a room by yourself without any feeling of dread when other 
people have already gathered and are talking?
137. Do you have more trouble concentrating than others seem to have?
138. Does some unimportant thought sometimes run through your mind and bother 
you for days?
139. When you get angry, do you say nasty things?
140. Do you often feel like a powder keg ready to explode?
141. Have you sometimes stayed away from another person because you feared doing 
or saying something you might regret afterwards?
142. Would you say that you are not unusually self-conscious?
143. Sometimes does your mind seem to work more slowly than usual?
144. When you are feeling very happy and active, does someone who is miserable 
spoil it all?
145. At a party are you more likely to sit by yourself or with just one other person 
than to join in with the crowd?
279
146. Would you say that you very rarely feel miserable?
147. When someone says silly or ignorant things about something you know about, 
do you try to put him right?
148. Are you often said to be hotheaded?
149. Do you often wish you could get over worrying about things you have said that 
might have injured other people’s feelings?
150. Do people often disappoint you?
151. Do you feel that you can’t tell anyone all about yourself?
152. Have you frequently had to give up your plans because they seemed so full of 
difficulties?
153. Have you often felt badly over being misunderstood when you try to stop 
someone making a mistake?
154. Do you enjoy going to dances?
155. Have you often felt that you don’t care about anything even when things were 
going well for you?
156. Do you get into fights about as often as the next person?
157. Do you sometimes have a chip on your shoulder?
158. Have you often felt that difficulties were piling up so high that you couldn’t 
overcome them?
159. Would you say that you are not easily angered?
160. Have people often misunderstood your intentions when you were trying to put 
them right and be helpful?
161. Have you sometimes worn yourself out by taking on too much?
162. Does it make you feel like a failure when you hear of the success of someone 
you know well?
163. Have you often met people who were supposed to be experts who were no better 
than you?
164. Are you inclined to take disappointments so seriously that you can’t put them out 
of your mind?
165. Do you often get so annoyed when someone tides to get ahead of you in a queue 
that you speak to him about it?
166. Sometimes do you feel that you are no good at all?
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167. Have you sometimes felt it necessary to be rough with people who were 
rude or annoying?
168. Do you worry quite a bit over possible misfortune?
169. Would you like to be a motor racing driver?
170. Have there been times when you lost sleep over worry?
171. Would you resort to violence to defend your rights?
172. Are you inclined to give up doing something because others feel you are not
going about it in the right way?
173. Are you inclined to go out of your way to win a point against someone who
has opposed you?
174. Are you bothered by people outside, in buses or in shops, watching you?
175. Do you enjoy social gatherings just to be with people?
176. Have you several times had a change of heart about the job you do?
177. When you were a youngster did you ever indulge in petty stealing?
178. Have you often felt sorry because you were so bad tempered?
179. Have you often found people jealous of your good ideas just because they 
hadn’t thought of them first?
180. Do you try to avoid being in a crowd whenever possible?
181. Do you mind meeting strangers?
182. Can you remember ‘playing sick’ to get out of something?
183. Have you known people who pushed you so far that you came to blows?
184. Do you think it’s all right to lie if you are in serious trouble?
185. When you are on trains and buses do you often talk to strangers?
186. Do you feel like giving up when things go wrong?
187. Have you sometimes been worried beyond reason over something that really 
didn’t matter?
188. Do you find yourself being a bit rude to people you dislike?
189. Are you a highly-strung person?
190. Have you frequently worked under people who seem to take all the credit
for good work but pass off mistakes on to those under them?
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191. Do you sometimes find it hard to stick up for your rights because you are 
so reserved?
192. Do you have a daydream life you don’t tell other people about?
193. Do some of your family have quick tempers?
194. Have you often felt guilty because you’ve pretended to feel more sorry 
about something than you really were?
195. Do you strongly defend your own opinions as a rule?
196. In a group of people, would you feel free from any embarrassment if asked 
to start a discussion or give an opinion about something you know well?
197. Several times a week do you feel as if something dreadful is about to 
happen?
198. Do you feel tired a good deal of the time?
199. Do you like to leam about history?
200. Do you shrink from facing a crisis or difficulty?
201. Do you sometimes feel that you are about to go to pieces?
202. Are you very careful about the way you dress?
203. Do you believe that a large number of people are guilty of bad sexual 
behaviour?
204. If someone doesn’t treat you right, does it annoy you?
205. Would you like to go hunting lions in Africa?
206. Have you often had to take orders from someone who didn’t know as much 
as you?
207. Do you feel that there is someone who is responsible for most of your 
troubles?
208. Have you ever been in trouble over your sex behaviour?
209. Do you frequently wish you could be as happy as others seem to be?
210. Do you get angry sometimes?
211. Do you often find yourself disagreeing with people?
212. A lot of the time, do you feel miserable?
213. Do you feel that you haven’t lived the right kind of life?
282
National Adult Reading Test (NART)
SECOND EDITION 
Word Card
Hazel E. Nelson
CHORD
ACHE
DEPOT
AISLE
BOUQUET
PSALM
CAPON
DENY
NAUSEA
DEBT
COURTEOUS
RAREFY
EQUIVOCAL
NAIVE
CATACOMB
GAOLED
THYME
HEIR
RADIX
ASSIGNATE
HIATUS
SUBTLE
PROCREATE
GIST
GOUGE
SUPERFLUOUS
SIMILE
BANAL
QUADRUPED
CELLIST
FACADE
ZEALOT
DRACHM
AEON
PLACEBO
ABSTEMIOUS
DETENTE
IDYLL
PUERPERAL
AVER
GAUCHE
TOPIARY
LEVIATHAN
BEATIFY
PRELATE
SIDEREAL
DEMESNE
SYNCOPE
LABILE
CAMPANILE
First published 1982, Second edition 1991 
©1982,1991, Hazel E. Nelson
All rights reserved, including translation. No part of this publication may be reproduced or transmitted in any form or by any means, electronic or 
mechanical, recording or duplication in any information storage and retrieval system, without permission in writing from the publisher, and may not be 
photocopied or otherwise reproduced even within the terms of any licence granted by the Copyright Licensing Agency Ltd.
Published by The NFER-NELSON Publishing Company Ltd., Darville House. 2 Oxford Road East,
Windsor, Berkshire, SL4 1DF, England.
Printed in Great Britain Code 4055 01 4
The Crim inal Fantasy Technique
J  4
10
cd rri n
QI fl» ft
ui n fi□  OQ
8
c
—  \SaCe \m
p i
284 -
APPENDIX THREE 
Criteria for Referring Agencies
285
Research Into The Attitudes Of Sex Offenders To Crime
I  am a P s y c h o l o g i s t  i n  C l i n i c a l  t r a i n i n g .  A s p a r t  o f  my 
p r o f e s s i o n a l  t r a i n i n g  MSc, I  am c a r r y i n g  o u t  r e s e a r c h  i n t o  t h e  
a t t i t u d e s  o f  s e x  o f f e n d e r s  t o  c r i m e .  I t  h a s  b e e n  a p p r o v e d  b y  b o t h  
t h e  e t h i c s  an d  r e s e a r c h  c o m m i t t e e s  a t  A s h w o r t h .  T h e  s t u d y  w i l l  
u s e  t h r e e  g r o u p s  o f  o f f e n d e r s :  p r e d a t o r y  s e x  o f f e n d e r s ,
o p p o r t u n i s t  s e x  o f f e n d e r s  an d  non  -  s e x  o f f e n d e r s ,  ( s e e  c r i t e r i a  
b e lo w )  . M e a s u r e s  t o  b e  u s e d  a r e  a p r o j e c t i v e  t e c h n i q u e ,  t h e  SHAPS 
q u e s t i o n n a i r e ,  an d  a s h o r t  r e a d i n g  t e s t .
I  w o u ld  b e  m o s t  g r a t e f u l  i f  y o u  c o u l d  p r o v i d e  me w i t h  n a m es  o f  
m a le  p a t i e n t s  a n d  t h e i r  w a r d s ,  who f i t  t h e  f o l l o w i n g  c r i t e r i a  o f  
a n y  o f  t h e  t h r e e  g r o u p s .  P a t i e n t s  s h o u l d  n o t  h a v e  p s y c h o s i s ,  o r  
s i g n i f i c a n t  m e n t a l  i m p a i r m e n t ,  a n d  s h o u l d  b e  a b l e  t o  e x p r e s s  
t h e m s e l v e s  v e r b a l l y .
Patients will not be approached to participate without your 
permission,and will then be asked to give informed consent. 
Anonymity of patients is assured at all stages of the research.
Predatory sex offenders
1 .  H a v e  c o m m i t t e d  m o re  t h a n  o n e  s e x  o f f e n c e  o f  t h e  sa m e t y p e  
( e g .  2 r a p e s ,  3 s e x u a l  a s s a u l t s  on  c h i l d r e n  e t c . . )
2 .  P r e - p l a n n e d  t h e  c o m m i s s i o n  o f  t h e i r  s e x  o f f e n s e s
3 .  C a r r i e d  o u t  t h e i r  o f f e n s e s  i n  an o r g a n i s e d  m a n n e r ,  a c c o r d i n g  
t o  t h e i r  o r i g i n a l  p l a n
4 .  Had c a r e f u l l y  c h o s e n  t h e i r  v i c t i m s  p r i o r  t o  c o m m i t t i n g  t h e  
o f f e n c e
Opportunist sex offenders
1 .  H ave  c o m m i t t e d  o n l y  o n e  known s e x  o f f e n c e
2 .  D id  n o t  a p p e a r  t o  h a v e  p r e - p l a n n e d  t h e  c o m m i s s i o n  o f  t h e i r  s e x  
o f f e n c e
3 .  C a r r i e d  o u t  t h e  o f f e n c e  i n  an  u n o r g a n i s e d  m a n n e r  , n o t  
f o l l o w i n g  a p r e m e d i t a t e d  p l a n
4 .  Had not c a r e f u l l y  c h o s e n  t h e i r  v i c t i m  p r i o r  t o  c o m m i t t i n g  t h e  
o f f e n c e
Non-sex offenders
1 .  H ave c o m m i t t e d  o f f e n s e s  b u t  n o t  s e x  o f f e n s e s  o r  r e l a t e d  
a c t i v i t i e s
I t  i s  n o t  i m p o r t a n t  w h e t h e r  t h e y  p r e p l a n n e d  t h e i r  o f f e n s e s  o r  
n o t ,  o r  w h e t h e r  t h e y  c h o s e  t h e i r  v i c t i m s  b e f o r e h a n d .
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A S H W O R T H  H O S P I T A L
R E S E A R C H  C O N S E N T  F O R M
Part 1 should be
Part 2a should be
Part 2b should be
Part 3 should be
Parts 1 & 2 should be
Part 3 should be
Part 1
I .....................
by .....................................  I am satisfied that the purpose and
* > 
procedures of the study have been fully explained to me b y ......................................................
I have also received a written explanation of the study. I understand that my involvement
in the study will be confidential and without prejudice to me.
Signed................................................................................ Date.............................................................
Part 2 - Section A
I .................................................................................. Responsible Medical Officer to
..................................................................................... hereby give my approval to the involvement
o f  the above-nam ed patient in the research  p ro ject conducted
by................... .................................... I have received a written explanation of the study.
Signed.................................................................................Date.
Part 2 - Section B
I ........................................................... Responsible Medical Officer to...........................................
am satisfied that the patient is capable of giving consent to his/her involvement in the 
proposed research project.
Signed..................................................................................Date.........................................................
Research Consent Form 2
ASHWORTH HOSPITAL
P art 3 -  To be retained bv the patient
I ..............   , ...................................................................................
confirm to .................................................................................................................................
that all information relating to him/her in the study will be confidential and without prejudice 
to him/her.
Signed
Signed
Signed
Date
Date
Dale
APPENDIX FIVE 
Research Information Letter for Subjects
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*°cju 
= H  =
^  H O S P I T A L
D e a r  S u b j e c t ,
I  am c u r r e n t l y  c a r r y i n g  o u t  a s t u d y  a s  p a r t  o f  my p r o f e s s i o n a l  
t r a i n i n g  q u a l i f i c a t i o n .
T he s t u d y  a im s  t o  l o o k  a t  a t t i t u d e s  t o  c r i m e s  i n  b o t h  p a t i e n t s  
a t  t h i s  h o s p i t a l  a n d  p e o p l e  who l i v e  i n  t h e  c o m m u n i t y .  E a ch  
s u b j e c t  w i l l  b e  p r e s e n t e d  w i t h  s c e n e s  o f  c r i m e s  d ra w n  o n t o  c a r d s  
a n d  a s k e d  t o  d e s c r i b e  th e m  a n d  t h e i r  s t o r i e s  w i l l  b e  w r i t t e n  
d ow n . I n  a d d i t i o n ,  a l l  s u b j e c t s  w i l l  b e  a s k e d  t o  c o m p l e t e  a  
q u e s t i o n n a i r e  w h i c h  w i l l  a s k  q u e s t i o n s  a b o u t  t h e  w ay t h e y  b e h a v e ,  
f e e l  a n d  r e a c t  i n  d i f f e r e n t  s i t u a t i o n s ,  an d  w i l l  a l s o  b e  g i v e n  
a s h o r t  l i s t  o f  w o r d s  t o  r e a d  o u t .
No n a m es  a r e  n e e d e d  o n  a n y  o f  t h e  a n s w e r  s h e e t s  t h e r e f o r e  y o u r  
a n o n y m i t y  i s  a s s u r e d .  Y our i n v o l v e m e n t  i n  t h e  s t u d y  a n d  a l l  
i n f o r m a t i o n  r e l a t i n g  t o  y o u r  i n v o l v e m e n t  w i l l  b e  c o n f i d e n t i a l  a n d  
w i t h o u t  p r e j u d i c e  t o  y o u r s e l f . T h i s  s t u d y  h a s  b e e n  p a s s e d  b y  b o t h  
t h e  R e s e a r c h  a n d  E t h i c s  C o m m i t t e e s .
I f  y o u  c o n s e n t  t o  b e i n g  i n v o l v e d  i n  t h e  s t u d y ,  p l e a s e  s i g n  t h e  
a t t a c h e d  c o n s e n t  fo r m  a n d  r e t u r n  i t  t o  m e.
T h a n k y o u  f o r  y o u r  c o o p e r a t i o n .
N a s h a t e r  D eu ( P s y c h o l o g i s t  i n  C l i n i c a l  T r a i n i n g )
ASHWORTH HOSPITAL 
Parkbourn Maghull Liverpool L31 1HW 1
APPENDIX SIX 
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INTER RATER CALCULATIONS USING COHEN’S KAPPA
Ref: Leach.C (1979) "Introduction to Statistics".
Jacob Cohen (1960) suggested that a measure of agreement could be obtained by 
comparing the observed agreement D with the ‘chance’ agreement’ that would be 
expected if the two observers were totally independent.Kappa only takes its maximum 
value as 1 in cases of perfect agreement. In all other cases, Kappa will be less than
1.
FORMULA for calculating Cohen’s Kappa:
k= nD - (t.u ; )
n2, - (t'.U; ) n = total no. of observations
D = the sum of the frequencies 
in the diagnonal cells 
tj& u = marginal totals
VIOLENT CRIME THEMES
U
3 1 4
20 20
3 21 n=24
D=23
23*24 - (4*3 + 20*21)
k =  x
24 - (4*3 + 20*21) 
k= 0.833
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SEXUAL CRIME THEMES
fc-L
5 5
7 7
5 7 n=12
D=1'2
12*12 - (5*5 + 7*7)
k= a
12 - (5*5 + 7*7)
k= 1.0
NON SEXUAL/VIOLENT CRIME THEMES
3 1 4
20 20
3 21 n=24
D=23
24*23 - (4*3 + 20*21)
k= A
24 - (4*3 + 20*21) 
k= 0.833
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ORGANISED CRIME SCENES
t c
10 1 11
13 13
10 14 n=24
D=23
24*23 - (11*10 + 13*14)
k= 2
24 - (11*10 + 13*14)
k= 0.915 
ELABORATE CRIME SCENES
be
11 2 13
11 11
11 13 n=24
D=22
22*24 - (13*11 + 13*11)
k= ->
24"- (13*11 + 13*11)
k= 0.834
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An Investigation of the Relationship Between Frontal Executive 
Functions and Criminal Fantasy and Organisation of 
Criminal Behaviour.
by
NASHATER DEU (Msc)
Submitted in part fulfilment of the requirements for the 
Practioner Doctorate in Clinical Psychology 
University of Surrey 1995
ABSTRACT
The aim of the present study was to investigate the relationship between executive 
functioning and criminal fantasy in the premeditation and organisation of criminal 
behaviour.
The present study involved 43 male offenders currently detained at Broadmoor Special 
Hospital under a section of the Mental Health Act 1983. Patients were divided into 
four groups according to their performance on two tasks of executive function; the 
Weigl Colour Form Sorting Task (as a measure of cognitive flexibility) and the Stroop 
Colour Word Interference Test (as a measure of pre-potent response inhibition or 
impulsivity). Fantasy content was measured using the Criminal Fantasy Technique 
(Schlesinger and Kutash 1981) and the planning component of offending behaviour 
was assessed from case note analysis using a four point scale (Prentky and Knight 
1986).
Firstly findings showed that there was a significant Stroop/Weigl interaction for 
fantasies of interpersonal violence with evidence of planning and organisation. This 
suggests that cognitive flexibility and impulsivity interact in the utilisation of fantasy 
as a forum for planning and organising violent crimes. However, findings failed to 
show a significant relationship between the degree of planning of index offence (in 
offenders generally) and the use of fantasy as a forum for the rehearsal of criminal 
activity.
Additional findings did not support previous reports (eg.Yeudall 1987) that sex 
offenders are characterised by neuropsychological impairment of the frontal lobes. 
However, findings did provide support for previous reports that violent offenders are
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more impulsive than Non-Violent offenders (Bryant et al 1994).
These findings are discussed with reference to the literature on the role of fantasy, 
executive functioning and criminal behaviour. It is suggested that there is an 
important link between executive functioning and the process of criminal fantasy, but 
that there are no significant neuropsychological correlates of the ability to premeditate 
and organise actual criminal behaviour. Furthermore, there is little evidence that 
neuropsychological impairments underlie particular offence types but that there may 
be impairments associated with level of control or impulsivity in violent groups. 
Implications and methodological considerations for future research are discussed.
297
ACKNOWLEDGEMENTS
I would like to thank Dr. Robert Edelmann for his invaluable supervision of this 
research and to Chris Fife-Shaw and Dr. Sean Hammond for their guidance with the 
statistical analysis of data.
I am especially grateful to Dr. Mary Hill, Consultant Neuropsychologist, Broadmoor 
Hospital, for her expert knowledge and advice, but particularly for her ongoing support 
and encouragement. I would also like to thank all staff at Broadmoor Special 
Hospital, particularly members of the Department of Psychology, for their cooperation 
and support.
To all those who took part in the study- Thankyou for making it possible.
My sincere thanks go to Deborah Hine for her dedicated and selfless assistance 
throughout the study.
Finally, I would like to thank my close friends and family for their unwavering 
support and faith in me over the past year.
(c) Nashater Deu 1994.
SECTION 1 INTRODUCTION
Several researchers have acknowledged the lack of consideration given in the past to 
biological determinants in the genesis of persistent criminality (Tittle 1983, Rule 1978, 
Lion & Penna 1974); the emphasis having been placed on psychogenic or social 
factors. Current developments in the study of antisocial behaviour have focused on 
neurological correlates of criminal subtypes. Most recently, research studies combining 
neurology/ neuropsychology and antisocial behaviour have postulated models to 
account for behavioural disturbances associated with a variety of disorders, including 
psychopathy, delinquency, and mental illness.
The wealth of literature in this area is not to be taken as an indicator of the sole 
importance of neuropsychological variants in precipitating criminal behaviour; as 
Miller (1989) cautions, "there is a danger of retreating into a kind of neuro­
determinism that neglects the contributions from other areas in the behavioural 
sciences". The role of neuropsychology is an important one but clearly contributes 
to a larger multifaceted domain which considers social, psychological and intrapsychic 
factors as potentially influential, albeit in varying degrees.
The aim of the current study is to investigate the interaction, between cognitive (as 
measured by neuropsychological tests), behavioural (the actual offending behaviour) 
and intrapsychic (criminal fantasy) functioning in the premeditation and organisation 
of criminal behaviour.
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1.1 The Effects of Neurological Impairment to the Frontal Lobes
Because brain structure serves the function of mediating between intellect and 
emotions, frontal lobe impairment should be of great relevance to criminal 
responsibility. The ability to modulate and control aggressive urges emanating from 
the limbic system is often the first set of controls to be impaired when exposed to a 
variety of central nervous system insults (Hall & McNinch 1988).
Psychological functions attributed to the frontal areas are often considered to be 
distinguishing features of human adaptation. These include the capacity for foresight, 
planning and in general the regulation of impulses (Luria 1966). Effects found in 
primates and lower mammals, following lesions in the pre-frontal cortex, have been 
similarly observed following lesions of the septum and hippocampus ie. deficient 
regulation of responding and reduced ability to organise complex motor programmes 
(Numan 1978). This suggests that the prefrontal cortex, septum and hippocampus 
constitute an integral system (SHF) that functions to regulate goal directed activity and 
modulate impulsive responding in both humans and animals.
Two cognitive deficits are observed in frontal lesion patients; one is a deficit in 
flexibility while the other is in perseverance. Inflexibility is the continuation of a 
response pattern when changed circumstances have rendered it inappropriate, whereas 
perseverance is the ability to resist dominant response tendencies ie. essentially one 
is the obverse of the other (Yeudall et al 1987). Lezak (1976) outlines four clusters 
of behavioural problems associated with bilateral damage to premotor areas of the 
frontal lobes;
a) slowing - apathy, loss of initiative or ambition
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b) perseveration - failure to suppress ongoing activities when they are no longer 
appropriate
c) deficient self awareness - inability to perceive performance errors, inability to 
appreciate the impact one makes on others, tendency towards self satisfaction, little 
or no anxiety, impulsiveness, lack of concern about social conventions
d) concrete attitude - stimulus bondedness and inability to plan or sustain goal 
directedness.
As Gorenstein (1982) points out, these features with the exception of the first, are 
fairly reminiscent of Cleckley’s (1976) clinical description of Psychopathy. In the 
same vein, there is a similarity between characteristics associated with damage to the 
frontal lobes and those observed in individuals diagnosed as having Personality 
Disorders of the inadequate, borderline, self defeating and particularly antisocial types. 
These individuals are often impulsive, irritable or aggressive, sexually irresponsible 
and apparently unable to plan ahead or modulate their behaviour in accordance with 
past/anticipated experiences (Russell & Roxanas 1990). The term 
"pseudopsychopathic" has been used to describe the constellation of behaviours 
following lesions in the orbito-frontal lesion. This area is the most closely connected 
to the limbic system and responsible for modulation of biological drives in accordance 
with societal demands (Benson & Geschwind 1975).
Anterior regions of the frontal and temporal lobes play a more integrative and higher 
level executive function regarding information received from other regions of the brain 
(including the limbic system), as well as the regulation of ongoing/anticipated future 
behaviour. As Luria (1973) suggests, the prefrontal regions play a decisive role in the 
formation of plans and intentions and in the regulation of complex behaviours. 
Dysfunction of the dorso-lateral convexity of the prefrontal regions results in
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impairments in the formulation of plans and intentions, reduction in the ability to 
evaluate the consequences of ones actions, reduction in ability to perform abstract 
reasoning and concept formation, reduction in effectiveness of language to regulate 
future behaviour and increased impulsivity and disinhibition.
Damage to the basal-orbital (limbic lobe) underlying the surfaces of the frontal lobes 
also results in increased impulsivity, decreased inhibition of sexual and aggressive 
behaviour and increased psychopathic behaviour (Yeudall et al 1987).
As Miller (1989) argues, neurological impairment alone does not go far enough to 
explain the findings that delinquent or psychopathic subjects do far worse on many 
neuropsychological measures than non-violent subjects from similar populations. The 
most consistent class of deficits found across studies, are those of a cognitive nature 
ie, the very core of a neuropsychological evaluation that distinguishes it from a 
neurological one. How do these two areas relate? Miller argues that "cognitive 
neuropsychological processes depend upon the coordinated operation of multiple brain 
systems rather than the unique function of specific loci, lobes or hemispheres 
accounting therefore for the varieties of expression of complex human traits and 
behaviours".
1.2 Neuropsychological Theories of Antisocial Behaviour
This section will review the most common theories linking neuropsychological 
evaluation and criminal behaviour.
A systemic conceptualisation has been proposed by Miller (1989), who addresses 
antisocial behaviour in delinquents (which he extends to understanding the same
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behaviours in adults). Miller proposes that the interaction between the frontal lobes 
and the left hemisphere language system may collaborate in processes of identity 
formation and personality integrity. The left hemisphere attempts to organise and give 
social meaning to feelings and drives and provides a means of auto-articulating 
thoughts and feelings and goals. Miller’s view is that delinquents or psychopaths 
suffer from a neurodevelopmental maturational deficit which is responsible for a 
relative inability to use inner speech to modulate attention, affect, thought and 
behaviour. Therefore under conditions of social frustration/ambiguity, their behaviour 
regresses to the use of more developmentally immature/primitive aggressive response 
strategies to effect changes in the social environment.
Although it is accepted that delinquency is not explained by a form of brain damage, 
or frontal lobe disease, Miller proposes that developmental derangements in the frontal 
lobes and left hemisphere language system substrates for the regulation of affect, 
cognition and volition, may lead to disorders of these faculties. These may then permit 
and shape the expression of behaviours, called antisocial, in a particular group of 
aggressively disinhibited individuals. Therefore the continuum of antisocial behaviour 
may reflect at one end the group whose neurodevelopmental organisation renders 
adjustment to society particularly problematic.
Jones (1992) although not providing a distinct model of antisocial behaviour based on 
neuropsychology, argues that neuropsychology adds to and modifies the more familiar 
conceptualisations of the causes of violence (ie. sociocultural factors, personality 
disorders, depression and psychosis). He postulates four possible pathways linking 
neuropsychology and violence:
1. increased activation of the nervous system relative to the ability to inhibit
303
2. decreased inhibitory ability relative to the activation
3. impairments of attention, concentration and memory (and subsequent higher mental 
processes such as delirium)
4. misinterpretation of external stimuli and events
Jones does not discuss the aetiology of the final pathway or the extent to which any 
of these may be the result of innate, maturational, or acquired impairment.
Silver & Yudotsky (1987) have suggested the diagnosis "organic aggressive syndrome" 
to more clearly describe the condition of rage and violence secondary to neurological 
disease. They identified five points to differentiate organic violence from psychiatric 
or psychopathic violence:
1. evidence of central nervous system dysfunction from the individuals history, 
physical examination and neuropsychological testing
2. aggression is precipitous and rarely premeditated
3. organic violence is under less voluntary control and has flaring qualities
4. aggressive behaviour of organic discontrol is characteristically egodystonic with the 
individual showing remorse and embarrassment for actions.
Both Jones (1992) and Silver & Yudotsky’s view points are more in line with the 
linear neurodeterministic conceptualisation of violence. There is no reference in either 
of these approaches to the possible effects of interaction with the social environment 
which may exacerbate or precipitate an underlying neurological predisposition to 
violence.
In 1971, Yeudall and Flor-Henry initiated a series of investigations involving criminal
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and psychiatric patients at Alberta Hospital Edmonton (AHE) to determine any 
meaningful relationships between psychopathology and neurological functioning as 
assessed by neuropsychological measures (published in subsequent studies). Yeudall 
et al (1987) present a theory of persistent criminality based on 13 years of 
neuropsychological research utilising a multimodal approach in assessment and 
treatment of criminality. They propose a 3 dimensional model which is not intended 
to be a definitive statement on the neurophysiological basis of criminal behaviour as 
there are other relevant brain structures not discussed in their article, but the three 
areas in their model are:
1. dominant versus non dominant hemisphere functions
2. anterior versus posterior brain functions
3. subcortical versus cortical brain damage
They state that specific criminal behaviours (eg. persistent episodic violence, sexual 
deviations and other types of deviant behaviour without any long term value in 
society) which are believed to be fundamentally rooted in neurobiology, can be the 
result of disturbances in one or more of the proposed brain systems involved in 
specific behavioural functions. Consequently, although the final outcome results in the 
same criminal offence, the aetiology and treatment of the individual can differ 
dramatically depending on whether or not abnormal brain function is primarily 
responsible as well as which system(s) are abnormal for a given individual (Yeudall 
et al 1987).
1.3 Studies of Neuropsychological Correlates of Adult Criminal and Psychiatric 
Populations
In assessing specific frontal lobe impairments at the time of the crime vis-a-vis the
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response sets shown during neuropsychological testing, Hall and McNinch (1988) 
report that the key is to look for functionally similar (test performance) evaluation and 
crime behaviour. The behavioural sequence involved in the crime should show the 
same or greater degree of behavioural organisation exhibited on tasks tapping this 
skill, administered in the evaluation.
The neuropsychological correlates of the most commonly studied offender and 
psychiatric populations are now reviewed.
1.3.1 Sex Offender Studies
Galski et al (1990) sought to establish the connection between disordered sexuality 
and brain impairment by using newly developed techniques of neuropsychological 
investigation. Results indicated that neuropsychological deficits indicative of brain 
impairment were found in 49% of a sample of prisoners convicted of sex offences. 
However a larger proportion of sex offenders (51%) did not show organic brain 
impairment.
Yeudall & Fromm-Auch (1979) studied neuropsychological impairment in various 
psychopathological populations, including sex offenders guilty of crimes such as rape, 
indecent assault, sexual intercourse with a minor and exhibitionism. Findings showed 
that 96% of sex offenders were classified as abnormal on the basis of 
neuropsychological testing. The two regions of dysfunction were noted to be the 
frontal lobe with dominant temporal lobe dysfunction and frontal lobe dysfunction 
only.
Other researchers have implicated lesions of the frontal lobes of the brain in the
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pathogenesis of sexual disorders; Lesniak et al (1972) review a few studies relating 
damage in the orbital and frontal lobes to hypersexuality and criminality with sexual 
offences.
A study by Schopflocher, Yeudall and Fedora (1984) compared four groups of sex 
offenders whose offences varied with respect to levels of impulsivity, aggressive 
activity ie. violent, non violent, pure sex offenders, and mixed (sex and other non sex 
offences). For all groups a fronto temporal impairment of the dominant hemisphere 
was evident. This led them to suggest therefore that neuropsychological impairments 
may have been reflecting impulsivity or disinhibition and not specific mechanisms 
mediating the range of behaviour response tendencies present in the four groups. 
These results have partially been replicated by Baker (1984) and are consistent with 
the neurological literature (c.f Dimond 1980) and with specific predictions made by 
Flor-Henry (1980) regarding cerebral aspects of sexually deviant behaviour.
1.3.2 Psychopathy Studies
As suggested earlier some researchers postulate functional similarities between 
behaviour of organisms with lesions of the septum, hippocampus and frontal cortex 
(SHF) and the behaviour of humans with disorders of impulse control.
Most attempts to explain criminal psychopathy in terms of cerebral damage or 
dysfunction are based on similarities in the behaviour of psychopaths and brain 
damaged patients on neuropsychological tests (Elliot 1978, Yeudall 1977, Nachshon 
1988). However, Hart (1984) warns that explanations are not convincing as they 
ignore the possibility that the many differences between patients may be more 
important than a few apparent similarities.
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Results of studies have been inconsistent and difficult to interpret. This is well 
illustrated by recent research on psychopathy (Devonshire et al 1988, Hoffman, Hall 
& Bartsch 1987). The problems in part are due to unreliable diagnostic procedures for 
psychopathy and/or a large number of test batteries delivered to small numbers of 
subjects. However, some studies have claimed to have identified neuropsychological 
deficits in psychopaths.
Gorenstein (1982) considered the possibility of a more specific impairment of frontal 
lobes or "executive" functions amongst psychopaths, and using four such tasks showed 
some deficits in cognitive functions thought to be mediated by the frontal lobe. With 
a sample defined by two self report measures, he reported that the psychopathic group 
displayed a pattern of functioning on the Wisconsin Card Sorting Test (WCST) which 
had affinity with that of patients with known frontal pathology. However, responses 
on a second task, the Stroop Colour Word Interference Test were recognised as less 
definitive. This however has not been replicated in other studies using more rigorous 
criteria for psychopathy (Hare 1984, Sutker & Allain 1987) or other studies looking 
at similar populations (Hart 1990, Smith 1991).
1.3.3 Violent versus Non-Violent Comparison Studies
In a series of studies related to the above, similar equivocal results have been 
produced. Yeudall & Fromm-Auch (1979) found significantly more impairment in 
violent criminals than in control groups on tasks sensitive to frontal lobe functioning 
but failed to confirm their own finding in a subsequent analysis of violent and non 
violent delinquents (Yeudall et al 1982).
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Bryant et al (1984) investigated the relationship in 110 inmates from two prison 
facilities. Using the Luria Nebraska Neuropsychological Battery (LNNB), violent 
subjects (those with assaultative crimes against the person), showed impaired 
performance on the ability to create, plan, organise and execute goal directed 
behaviours and an inability to sustain attention and concentration. These findings are 
in accordance with the research of Spellacy (1978) and Bach-y-Rita (1978).
Difficulties arise if one attempts to infer localised dysfunction from these results, as 
it was not known when injuries, dysfunctions began. The causes could be multiple ie. 
genetic, trauma, head injury, developmental abnormality, structural or biochemical. 
From Bryant’s findings, it is suggested that in the non violent group, poor 
achievement is due to defects in motivation and personality rather than brain 
dysfunction per se; in the violent group, deficits are more related to brain dysfunction 
with the personality and other problems as secondary rather than primary.
The current study uses a multidimensional neuropsychological approach similar to that 
of Mungas (1988) who compared three groups of subjects; impulsively violent, non 
violent, and infrequently violent neuropsychiatric patients. Two of the measures used 
were the Minnesota Multiphasic Personality Inventory (MMPI) and the Holtzman 
Inkblot Test (HIT). The HIT contained 22 variables and following factor analysis five 
components were extracted:
1. pathological internal fantasy activity
2. perceptual organisation
3. affective sensitivity
4. perceptual defensiveness and rigidity
5. perceptual discrimination
309
Findings showed language and visual perceptual deficits but no other 
neuropsychological or intellectual deficits in impulsively violent offenders. The 
Minnesota Multiphasic Personality Inventory (MMPI) F, K and Ma scales, and the 
perceptual organisation factor derived from the Holtzman Inkblot Test (HIT) showed 
significant discrimination between groups on violence ratings. One hypothesis is that 
the poor language skills could directly relate to violent behaviour through precluding 
more adaptive verbal mediation of behaviour in emotionally charged situations.
1.3.4 Schizophrenia Studies
Demonstrations of cognitive impairments in Schizophrenia are now well established, 
and are summarised in recent books by Frith (1992) and David & Cutting (1994). The 
wide range of problems which have been reported include a general deterioration in 
intellectual level and loss of cognitive flexibility (Nelson et al 1990, Dunkley & 
Rogers 1994), difficulties in sustaining attention and efficient information processing 
(Nelson et al 1990, Hirt & Pithers 1991, Hemsley 1994, Cannon et al 1994), problems 
in organisation and planning of responses (Koh et al 1974, Shallice et al 1991), and 
severe memory impairment (Saykin et al 1991, Tamlyn 1992).
Studies using extensive batteries of neuropsychological tests have demonstrated that 
schizophrenic patients perform in a similar way to patients with diffuse brain damage 
(see review by Heaton & Crowley 1981) with marked difficulties in sustaining 
attention, shifting cognitive strategies, adequately integrating information and 
monitoring performance. An association between the presence and extent of these 
brain abnormalities and impaired performance on neuropsychological testing has been 
found in a number of studies (Golden et al 1980, Nelson et al 1990, Adams et al 
1984).
310
1.4 Studies of Cognitive Flexibility and Impulsivity
The ability to shift cognitive set is probably subserved, at least in part, by the pre- 
frontal cortex. Morice (1990) attempted to determine this ability in Schizophrenics, 
bipolar (manic) and control subjects using the Wisconsin Card Sorting Test (WCST). 
The schizophrenic and manic patients both demonstrated poor performance on the 
WCST, suggesting that cognitive inflexibility and/or prefrontal dysfunction is not 
specific to schizophrenia (although lateral differences could exist). The WCST is 
increasingly regarded as the single best measure of prefrontal cortical function, 
although more recently it has been regarded as a test of cognitive flexibility as studies 
have demonstrated impaired performance in patients with focal lesions affecting the 
prefrontal lobes (Robinson et al 1980, Drewe 1974).
As Gorenstein (1982) points out, the two cognitive deficits related to frontal lobe 
damage patients in general, are deficits in flexibility and perseverance. He 
hypothesised that psychopaths are similar to SHF lesioned organisms and are 
characterised by the relative failure to modulate dominant cognitive sets and are 
therefore subject to deficits in cognitive flexibility and perseverance. The Stroop 
Colour Word Test was used to assess pre-potent response inhibition deficits. Although 
predicted differences between psychopaths and psychiatric controls on the interference 
trial were not found, other findings showed that there was a highly significant trials 
effect based on a uniform tendency among subjects to take considerably longer on 
interference trails relative to control trials.
It is conceivable that a deficit on the Stroop interference trial does in fact reflect 
frontal type impairment. Therefore, perseveration or impaired cognitive flexibility may 
characterise the thinking of these two groups. Further investigation into these areas is
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warranted to delineate the extent of impairment, if any, using alternative tests tapping 
perseverance and cognitive flexibility and exploring the range of diagnoses associated 
with these impairments.
The Classical Weigl Test (Weigl 1941, often referred to as the Token test) is one such 
alternative test of cognitive flexibility. The test requires the subject to sort and then 
resort coloured geometrical shapes based on different criteria. Considerable research 
exists to demonstrate that impaired performance on the Weigl is associated with 
known brain dysfunction, advanced age, and level of IQ (McFie 1960, Tamkin 1980). 
Evidence exists to suggest that psychiatric patients also perform below average on the 
Weigl but it is not clear how impaired performance relates to specific psychiatric 
diagnosis other than organicity (Tamkin & Dolenz 1986, Tamkin & Kunce 1982).
A study by Kunce et al (1987), who assessed 41 male psychiatric patients with a wide 
range of psychiatric diagnoses on measures of divergent thinking (derived from five 
scales of the MMPI: PA+Pt-L-K) and the Weigl, indicated that subjects who failed to 
shift concepts (poor Weigl scores) had significantly higher divergent thinking scores 
than those who could shift concepts. The ability to shift was not related to IQ scores, 
age or education. Therefore, elevated divergent cognitions could be believed to have 
the effect of " overriding" the expected relationship among IQ, age and education on 
Weigl performance. It was concluded by the researchers that excessive levels of 
divergent thinking impairs the ability to cope successfully with a relatively simple 
problem solving task. Loss of cognitive flexibility may not be readily apparent in 
typical IQ test scores. Therefore the Weigl could be tapping a unique aspect of 
cognitive functioning. The Weigl has also been shown to accurately discriminate 
between alcoholics and non-alcoholics (Tamkin 1983) which is not the case with other 
tests such as the WAIS (verbal scale) and the Bender Gestalt Recall Task.
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Spellacy (1987) assessed a sample of violent and non violent male prisoners using a 
31 variable test battery and MMPI. The two groups differed significantly in their 
responses to both neuropsychological tests and the Minnesota Multiphasic Personality 
Inventory (MMPI). Subjects could be classified correctly as violent or non violent with 
95% accuracy by use of the neuropsychological battery alone. Of relevance to this 
study was the finding that one of the tasks, ie. the Weigl (or Token) test was 
significantly lower for the violent than for the non violent group (p<0.01).
1.5 Linking Crime Specific Behaviour to Neuropsychological Functioning
There are few studies which attempt to make the link between aspects of criminal 
behaviour and neuropsychological variables. Those relevant to the current study are 
reviewed here.
Deu (1993) has reviewed the evidence suggesting that fantasy may provide the link 
between criminal ideation and criminal behaviour ie. fantasy provides the forum for 
rehearsal or fore-planning of the crime (MacCulloch et al 1989). Following each 
behavioural try-out the fantasy is modified and elaborated, to make it more arousing 
and pleasurable. This "snowballing effect" of the fantasy suggests that there may be 
an element of repetitive rumination in thought, about the crime - possibly associated 
with compulsive offenders ie. offenders who commit the same type of crime again and 
again.
Deu (1993) found that Predatory sex offenders were significantly more organised than 
Opportunist sex offenders in their projected criminal fantasies. These results support 
Prentky et al’s (1989) findings that offenders who preplan their crimes, have a higher 
prevalence of organised crime scenes. The results also support Ressler’s (1986)
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findings that the organised offender (in this case the predatory sex offender) is more 
characterised by a fantasy life that drives his offences than is the disorganised offender 
(in this case the opportunist sex offender). What appears to be the underlying 
difference between the two groups is their use of fantasy rather than ability to 
fantasise. These findings beg the question of whether organised and elaborate fantasies 
and planning/organisation of criminal activity correlate with performance on executive 
function tasks tapping the same abilities. This remains unanswered in the current 
literature.
Blumenstein et al (1986) state, "a belief in escalation is probably the most widely held 
view of the pattern of criminal careers". Despite this there is far from unanimous 
agreement on the process of escalation. Blumenstein et al (1986) make a clear 
distinction between escalation, "the tendency for offenders to move to more serious 
offence types as offending continues" and specialisation "the tendency to repeat the 
same offence type on successive arrests.
On a similar theme, Pontius et al (1980), suggest a more neurological base for 
offending behaviour ie. one of the most characteristic signs of frontal lobe dysfunction 
is an inability to switch the principle of action (POA) appropriately during an ongoing 
activity when intervening circumstances call for such a switch. Similarly, Nauta 
(1971) characterises frontal lobe disorder as a "derangement of behaviour 
programming" whereby persons are unable to maintain a normal "stability-in-time", 
their action programmes once started are likely to fade out, stagnate in reiteration or 
become deflected away from the intended goal. If some criminals show an inability 
to switch POA, an initially antisocial plan is liable to disintegrate into even less 
socialised behaviour that originally conceived. Pontius et al (1990) found that 36% of 
their criminal sample were unable to switch POA.
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The relationship between limitations in switching POA and a specific kind of criminal 
activity is shown in the observation that the plan deteriorates. As it is less under the 
control of the frontal lobe system a developmentally early form of action ensues that 
is less integrated with the various factors fostering social interaction. Therefore the 
criminals initial plan of criminal activity is likely to become increasingly destructive, 
involving persons or property. Pontius et al (1990) propose a model which suggests 
that actions initially planned to be of a non-violent, non-destructive kind (revealed by 
criminal history) when the intervening circumstances occur, deteriorate and become 
destructive. During and after each deteriorated behaviour the person is aware of the 
inappropriateness of the action but cannot reprogram it within the hierarchy of POA. 
An example of this would be the burglar who on entering what he thought was an 
empty house, stumbles across the resident. A good POA would involve thinking up 
an excuse for being in the house or hiding, but a poor POA would be to beat up and 
gag the resident in order to complete the burglary. Therefore by adding assault to the 
offence, he engages in behaviour at a less socialised level. Once again, it is not 
established in the literature whether this deficit in POA is correlated with performance 
on executive function tasks.
One hypothesis of the link between criminal fantasy and its enactment in the less 
organised offender, may be based on the relationship between fantasy and POA. It 
may be that a crime planned and rehearsed in fantasy becomes disorganised following 
unexpected circumstances, during enactment, as a result of an inability to switch POA 
appropriately, in order to accommodate the original plan. This supposition does, 
however, need to be supported with empirical research.
With respect to a potential neuropsychological basis for certain categories of crime, 
a recent study conducted with special hospital patients (Baxendale 1992), found that
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subjects with a neuropsychological deficit were just as likely to have committed 
violent,sexual, damage or acquisitional offences at some time in their career as those 
with no deficit. However, neuropsychologically impaired subjects were more likely to 
have a known or displaced victim whereas the subjects with no deficit were more 
likely to have an unknown victim. The study failed to examine the impulsivity/ 
planned (as supported by Schopflocher et al 1984) or level of violence components 
(as supported by Spellacy 1988, Bryant et al 1984) of criminal activity that may well 
have correlated with neuropsychological impairment as implicated by the effects of 
damage to the frontal lobes.
1.6 Implications for the Current Study
From the above review, there are a number of important questions that arise for the 
study of the relationship between executive functions, criminal behaviour and criminal 
fantasy.
1. Although there is evidence that impairment of the frontal lobes leads to 
impulsivity, an inability to plan ahead, or organise responses amongst other difficulties 
(eg. Yeudall et al 1987), the degree to which this may underlie an impulsive offending 
behaviour pattern is not yet ascertained. Schopflocher, Yeudall & Fedora (1984) 
suggested in their study, that neuropsychological impairment may have been reflecting 
impulsivity generally across all their sample of sex offenders and not the specific 
mechanisms relating to a particular behavioural response. This issue needs to be 
examined further by assessing the degree of impulsivity or premeditation of offences 
committed by offenders generally who have poor performance on executive function 
tasks tapping these same abilities.
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2. It has been suggested by a number of researchers that fantasy may provide the link 
between criminal ideation and criminal behaviour ie. fantasy provides the forum for 
rehearsal or fore-planning of the crime as suggested by MacCulloch et al (1989). Deu 
(1993) found that offenders who had pre-planned or rehearsed their crimes prior to 
committing offences, were characterised by a fantasy life that was both organised and 
elaborate, and were more likely to report that their criminal fantasies were planned. 
The question arises as to whether the ability to organise and elaborate fantasies for 
planning criminal activity, requires a flexible cognitive style, or is associated with low 
cognitive impulsivity. This needs to be examined using tests of executive function that 
tap cognitive flexibility and impulsivity.
3. Although the evidence for neuropsychological correlates of certain categories of 
offences is inconclusive, there has been some suggestion that there is a relationship 
between frontal lobe impairment and sex offending (Baker 1984, Flor-Henry 1980), 
psychopathy (Gorenstein 1982), violent and non violent offenders (Bryant et al 1984). 
There is a need to investigate further the neuropsychological correlates of particular 
offence groups in order to corroborate the existing evidence.
The present study aims to examine these questions by studying the content of criminal 
fantasy in offenders who are known to have high or low scores on tests of executive 
function tapping cognitive flexibility and cognitive impulsivity (ie. pre-potent response 
inhibition) and examining the degree to which this may be related to planning the 
commission of their own offences.
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SE C TIO N  2 H Y PO TH ESES
1. Offenders characterised by low cognitive impulsivity and high cognitive flexibility 
(Group 2) will be significantly more likely to have
a) planned the commission of their index offences and
b) organised and elaborate criminal fantasies
than offenders with the obverse characteristics ie. Group 3.
2. Offenders characterised by high impulsivity and high cognitive flexibility (Group
1), and those characterised by low impulsivity and low cognitive flexibility (Group 4) 
will differ significantly from each other, and from other groups on measures of
a) planning of their Index Offences
b) content and form of criminal fantasy
3. Offenders who have planned the commission of their index offences in detail, will 
have a significantly greater number of organised and elaborate criminal fantasies than 
opportunistic offenders.
4. There will be a significant relationship between cognitive impulsivity and offence 
type committed.
*
5. There will be a significant relationship between cognitive flexibility and offence 
type committed.
The final aim of the study is exploratory ie. to examine any underlying relationships 
between demographic variables, offence type variables, and Mental Health Act (1983) 
classifications and sections for the whole sample.
318
SEC TIO N  3 M ET H O D O LO G Y
3.1 Design
The study compared four groups of subjects who were selected from a existing 
neuropsychological database at Broadmoor Hospital. The database contains details of 
all routine and repeat neuropsychological test results and demographic information on 
approximately 400 mentally disordered offenders, detained under the Mental Health 
Act 1983. For the purpose of the present study, the rationale for selection and 
assignment of patients to one of four different groups was based on individual 
performance on two tasks of executive function (tests had been previously 
administered by Dr Mary Hill, Consultant Neuropsychologist). These tests were the 
Stroop Colour Word Interference Test designed to measure pre-potent response 
inhibition and the Classical Weigl test designed to measure cognitive flexibility.
Stroop score Weigl score
Group 1 (n=10) poor good
Group 2 (n=12) good good
Group 3 (n=9) poor poor
Group 4 (n=12) good poor
The scoring system used at Broadmoor Hospital for the Weigl Test divides 
performance into three grades of pass (P I,2 & 3), and three grades of fail (F4,5 & 6), 
depending on the ease and fluency with which patients are able to move from one 
concept to the other. PI is an immediate and fluent pass, while F6 is a complete 
inability to shift after prompting.
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The criteria for selecting individuals on the basis of their scores on each of the two 
tasks is outlined: (see page 327 for further details of tests).
Weigl criteria
Good Weigl score : PI 
Poor Weigl score : F5 or F6
Stroop Criteria
Total errors, correction difference and speed percentile were recorded for all patients.
Good Stroop Score: Not more than 2 errors
Correction difference not greater than 1 
Speed above 20th percentile 
Poor Stroop Score: Not less than 4 errors
Correction difference not less than 4 
Speed below 20th percentile
Patients’ verbal IQ, as measured by the National Adult Reading Test (NART), lay in 
the range 75 to 120.
Criminal fantasy content was measured using the Criminal Fantasy Technique
*
developed by Schlesinger & Kutash 1982 (see Materials and Appendix 2d for details). 
The degree of planning of index offences was established from examination of case 
notes and depositions. A four point scale originally designed to establish impulsivity 
in sexual offences (Prentky & Knight 1986) was used in its original form but as a 
measure of the obverse ie. as a four point scale of planning of index offence to aid 
case note analysis (see Appendix 2c for scale).
320
3.2 Sam ple Selection
60 Subjects were selected from the neuropsychology database by the Consultant 
Neuropsychologist Dr Hill according to the criteria outlined in the design. Of these, 
a total of 43 subjects took part in the study. Eight patients declined to take part as 
they were already involved in other research projects, and nine patients were deemed 
unsuitable for interviewing as a result of severe psychological disturbance or florid 
psychosis. All participating subjects were male patients currently detained in 
Broadmoor Special Hospital, Berks.
The group means for age and length of incarceration in Broadmoor are shown in Table
1. These variables were compared across the four groups by a one way analysis of 
variance (see Table 2). There were no significant differences between the four groups.
Table 1 
Sample Demographics
Group Mean Age 
(Yrs)
Age Range
(Y rs)
Mean Duration of 
Incarceration (Yrs)
1 38.5 24 - 57 4.70
2 34.3 2 4 - 5 2 3.75
3 42.0 28 - 58 11.40
4 38.6 21 - 51 7.58
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Table 2
Results of two-way analyses of variance on subject demographic variables by 
group.
Subject Degrees of F Ratio
Variable Freedom
Age 3 1.0619
Length of 3 2.9249
Incarceration
3.3 Materials
(see Appendix 2)
Neuropsychological Tests
The study selected patients on the basis of existing scores on two of the most well 
established and classical executive function tasks ie the Weigl Test - a two way 
sorting task requiring the patient to move from one concept to another and therefore 
requiring cognitive flexibility (Weigl 1941) and the Stroop Test - a measure of pre­
potent response inhibition, or more crudely, impulsivity and spontaneous correction 
of error (Trenerry et al 1989).
Classical Weigl Colour Form Sorting Test (Weigl 1941)
The simple two way sorting task first introduced by Weigl (1941) has been greatly 
elaborated in both subsequent card sorting versions (eg. Nelson 1976), and by adding
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further dimensions to sorting "tokens" (eg. De Renzi et al 1966). This version of the 
test consists of twelve coloured figures comprised of circles, squares and triangles. 
The instructions are to sort all twelve figures into groups and then to re-sort based on 
a different criterion. (See Appendix 2a).
Goldstein and Scheerer (1941) have observed that when cortical function is disturbed, 
the subject is unable to assume the abstract approach, consequently the subject shows 
a preference for only one way of grouping the figures and s/he is unable to shift to 
an alternative way of grouping.
Validity of the test has been investigated by several researchers. Findings have shown 
the descriminative quality of the Weigl in samples of brain damaged and non-brain 
damaged patients (Nelson 1976, De Renzi et al 1966). There is currently no data 
available on the reliability of the Weigl.
Stroop Colour Word Interference Test (Stroop 1935)
The Stroop is a cognitive/ perceptual task involving verbal skills (reading), attention, 
concentration and the ability to shift and maintain cognitive sets (Lezak 1983, Dodrill 
1978). In this version of the test (Dodrill 1978) two parts use the same stimulus sheet, 
on which 178 colour word names are printed in incongruous colours (RED in blue 
ink). In Part 1 the subject names the colour words as printed ignoring the colour in 
which words are printed; in Part 2 the subject names the colours in which the words 
are printed ignoring the words themselves. Two scores are given, the total time on 
Part 1 and total time on Part 2. In addition the number of errors committed on each 
part are recorded. (See Appendix 2b).
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The Stroop phenomenon (Stroop 1935) on which the test is based, consists widely of 
the finding that naming the colour of incongruous colour words (blue for word RED) 
requires more time than reading the word itself ie. saying red for the word RED. Part 
2 requires initiation and maintenance of a cognitive set, suppression of competing 
responses and perceptual cognitive flexibility. These executive functions are typically 
compromised in frontal brain damage but damage to other areas of the brain may also 
affect performance (Lezak 1983).
The reliability of Stroop scores is highly consistent across different versions of the 
test. In all cases, experimenters have studied test-retest reliability covering periods 
from 1 minute to 10 days. Reliability coefficients have been quoted for the three raw 
scores (word score, colour score, colour-word score) as .88, .79, .71 respectively 
(Jensen 1965), and more recently .89, .84, .73 (Golden 1975).
Planning of Index Offence Scale (PIGS)
Prentky & Knight (1986) reported the use of their own scale intended to measure 
impulsivity in sexual offences. Their four point scale assessed the extent to which 
planning and forethought were used in the commission of this group of offences. For 
the purpose of the present study, their scale was used in its original form but as a 
measure of the obverse of impulsive offending behaviour ie. planning of index offence 
(PIOS is named by the current researcher). This did not require any modification of 
the items or additions to the scale (see Appendix 2c for scale).
The reliability and validity of the scale was not reported in Prentky & Knight’s study. 
However, on face value it appears to provide a useful framework for considering the
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degree to which planning and forethought is used in offending behaviour and was used 
for this purpose.
Criminal Fantasy Technique -Schlesinger and Kutash (1981)
This is a projective technique, designed by the above authors, that taps and elicits 
offenders’ criminal fantasy. It allows the use of projective material as a tool to help 
in the prediction of future behaviour.
The technique consists of twelve 20*25mm cards, upon which are drawn various 
crimes either about to occur, presently occurring, or having just occurred (see 
Appendix 2d for cards). Table 3 shows the types of offences that Schlesinger and 
Kutash were attempting to elicit in fantasy.
This scale ‘measures’ criminal fantasy and was used in this study as it has certain 
advantages over tools used in the past, for example direct interview and self report 
measures. It allows the offender to reveal fantasies about crime without having to 
overtly admit ownership of them. When direct interviews and self report measures 
have been used in the past to obtain information about fantasies, it is possible that the 
offender has modified the description of his true fantasy so as to appear socially 
acceptable and to avoid further recriminations particularly if they are deviant or have 
been acted upon in past offences.
The indirect method of eliciting fantasy by the use of this projective technique 
eliminates the social desirability effect, since the offender does not have to directly 
disclose his fantasies but can project them into stories, thereby not openly laying claim
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to them.
Table 3
T ypes o f O ffences Depicted in Crim inal Fantasy T echnique
Card Type of Offence
1. Drug deal
2. Arson
3. Bank robbery
4. Exhibitionism
5. Break and entry
6. Assault
7. Embezzlement
8. Sexual assault
9. Child molestation
10. Organised crime
11. Stealing
12. No offence depicted
The scale to the researchers knowledge, has not been used in any other published 
studies. The authors of this technique, state in their paper that cards 4,5,8, and 9 
significantly distinguished substance abusers from sex offenders, in terms of the 
number of pathological stories created. They also claimed that cards 4,8, and 9 clearly 
elicited pathological fantasy of a sexual nature.
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3.4 Scoring o f the Crim inal Fantasy Technique C ards
The stories told by the subjects were analysed by two independent assessors (Deu
1993) and inter-rater reliability was calculated (see page 329).
The scoring of the content of the scenes differs from that used by Schlesinger & 
Kutash (1981). They scored each fantasy according to whether it was pathological or 
not. The current study aimed to study the content of fantasy in more detail to 
investigate differences between the four groups. For this purpose the following 
guidelines for scoring (Deu 1993) were used:
i) A Violent crime scene - ie. any description of a crime scene which contains 
reference to violence (interpersonal and property) but without reference to a sexual 
encounter or sexual thoughts in the persons described.
SCORE 1 for each scene that is interpersonally violent ie. range of possible score = 
0 - 1 2  for each subject.
SCORE 1 for each scene that contains violence against property ie. range of possible 
score = 0 - 12 for each subject.
ii) A Sexualised scene - any description of a crime scene which contains any reference 
to a sexual encounter or sexual thoughts in the persons described.
SCORE 1 for each scene that is sexualised ie. range of possible score = 0 - 12 for 
each subject.
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iii) Non-violent and non-sexual scenes - any description in a crime scene which cannot 
be included in the above criteria.
SCORE 1 for each scene that is non-violent and non- sexualised ie. range of possible 
score = 0 - 12 for each subject.
2) Organised crime scene - ie. a semblance of order existing before, during and after 
the offence and a verbal description which is systematic.
(Disorganised crime scene - ie. is characterised by disarray and shows evidence of 
erratic thoughts or behaviours).
SCORE 1 for each scene that is organised ie. range of possible score = 0 - 12 for each 
subject.
3) Elaboration of crime scene - a crime scene story which goes beyond the mere 
description of the card stimulus and any additional information given that was not 
already asked for by the researchers questions outlined earlier.
SCORE 1 for each crime scene that is elaborated upon ie. score range for each subject 
=  0 - 1 2
4) Planned crime - ie. whether the crime was pre-planned or not. This may either be 
apparent from the description of the crime scene, or from the answer given to this 
question asked by the researcher.
SCORE 1 for each crime scene that is pre-planned ie. score range for each subject =
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0 -  12
5) Crime committed again - ie. whether the subject believed that the crime was likely 
to be repeated or not. This may either be apparent from the description of the crime 
scene, or from the answer given to this question asked by the researcher.
SCORE 1 for each crime scene that is likely to be repeated ie. score range for each 
subject = 0 - 12
Interrater Reliability
(See Appendix 6 for calculations of Cohen’s Kappa for the scoring criteria for each 
variable).
Cohen’s Kappa was used to evaluate rater agreement on the scoring procedures for the 
12 fantasy cards between two independent raters who were both Clinical 
Psychologists.
Interrater reliability coefficients for each variable were as follows; interpersonal 
violence themes (k= 0.850); property violence themes (k= 0.812); sexual themes (k= 
1.0); non sexual/violent themes (k=0.834); organised fantasies (k=0.833); elaborate 
fantasies (k= 0.915). Interrater agreement was not calculated on the "planned" and 
"again" variables as responses to these were elicited by direct questioning and not 
therefore open to subjective interpretation. The mean interrater reliability coefficient 
was k= 0.874. This represents a high level of agreement between raters, and therefore 
the researcher’s scoring criteria were used as the basis for the analysis of the data.
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3.5 Procedure
The proposal for this study was approved by both the Research and Ethics committees 
at Broadmoor Hospital, prior to commencement.
RMOs (Responsible Medical Officers) and team psychologists were provided with 
names of patients under their care who had been selected for the research from the 
data base (see Appendix 5 for letter). The researcher obtained permission from RMOs 
to approach referred patients and RMOs were asked to sign a consent form (see 
Appendix 3 for an example form).
As neuropsychological tests had already been administered on consenting patients 
only, there was no further need to obtain consent for this. Informed consent was 
however needed from patients to administer the Criminal Fantasy Technique. The 
referred patients were informed individually about the purpose and content of the 
study and asked if they were willing to participate (see letter in Appendix 4). 
Consenting patients were asked to countersign the consent form sent to RMOs. A 
second meeting was then arranged between the researcher and patients to carry out the 
research (see Appendix 3).
In order to eliminate any potential bias in the researcher, arising from knowledge of 
the reference group when administering the Criminal Fantasy Technique to patients 
and examining case notes, the researcher was blind to the group identification of 
individuals until all data had been collated.
The Criminal Fantasy Technique was administered to subjects individually in each 
group. In addition, all case notes were examined by the researcher and an assistant,
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using the PIOS.
Instructions for administering the Criminal Fantasy Technique
The following instructions were given to all participants (as used by Schlesinger & 
Kutash 1981):
" I have a series of 12 cards that show scenes of different crimes either taking place, 
about to take place, or having just taken place. The purpose is to help us understand 
you better. I’m going to show you each picture one at a time and I’d like you to make 
up a story about each one. Be as creative as you like, but the story should have a 
beginning, a middle and an end. The story should be based on the crime you see in 
the picture."
As in Schlesinger’s study the following questions were asked if the answers did not 
emerge spontaneously through the subjects’ productions:
a) Why did s/he do it (the crime)?
b) Was it planned?
c) What was the person thinking right before s/he did the crime?
d) What will the person gain?
e) How did the person feel before, during and after the crime?
f) What happens to the person?
g) Will s/he do it again?
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SECTIO N 4 RESULTS
Relationship Between Cognitive Flexibility/Impulsivity and Fantasy Content
Each of the fantasy variables were compared across groups by a two-way analysis of 
variance (ANOVA), the two between subject variables being Stroop (good vs poor) 
and Weigl (good vs poor). See Table 4 for F values and Table 5 for means, standard 
deviations and ranges.
1) There was no main effect of either Weigl or Stroop, but a significant Stroop by 
Weigl interaction on the:
a) planned variable (F= 8.377: p< 0.006)
b) organised variable (F= 54.376; p< 0.000)
c) interpersonal violence variable (F= 5.853; p< 0.001)
There was a similar trend for the ‘elaboration’ variable, although this just failed to 
reach significance (F= 3.879; p< 0.056).
2) There was a significant main effect of Stroop (F= 12.358; p< 0.001) and Weigl 
(F= 4.570; p< 0.05) but no interaction (F= 0.895) for the ‘again’ variable.
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Table 4
Results of two-way analyses of variance on each variable by Stroop and Weigl.
Variable Degrees
of
Freedom
F Ratio 
Stroop
F Ratio 
Weigl
F Ratio 
Stroop by 
Weigl
Significance of F 
Value
Interpersonal
Violence
1 2.521 0.085 5.853 0.020**
Property
Violence
1 1.461 2.048 2.877 0.098
Sexual 1 2.634 0.183 1.309 0.260
Non Sexual 
/Violent
1 0.010 1.493 0.012 0.912
Organised 1 0.001 0.238 54.376 p o
Elaborate 1 0.016 0.236 3.879 0.056
Planned 1 0.044 0.254 8.377 0.006**
Again 1 12.358 4.567 0.895 0.001*
**Results that show significant differences in a two way interaction effect.
* Results that show significant differences in main effects.
Results are significant after Bonnferroni’s adjustment for multiple analyses ie p.< 0.05.
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Table 5
Group means (and standard deviations) for each fantasy variable.
VARIABLE GROUP 
1 2 3 4
Interpersonal Violence 2.90* 1.83h 2.4410 3.33b
sd (1.52) (1.14) (1.42) (1.23)
ranges 2 - 7 1 - 4 1 - 5 2 - 5
Property Violence 1.10 0.00 0.78 2.25
sd (0.32) (0.00) (0.44) (2.8)
ranges 1 - 2 0 - 0 0 - 1 1 - 11
Sexual 2.20 1.92 1.00 1.67
sd (1-32) (1.38) (1.41) (1.30)
ranges 1 - 4 0 - 4 0 - 4 0 - 3
NON S/V* 6.90 6.17 6.78 6.17
sd (1.60) (2.17) (1.41) (1.30)
ranges 1 - 9 2 - 10 5 - 10 6 - 9
. , cv. b L G \Organised 7.40 1.75 1.33 6.58
sd (3.11) (1.76) (2.06) (2.54)
ranges 3 - 11 0 - 5 0 - 5 4 - 10
Elaboration 6.80 5.33 4.67 7.25
sd (3.49) (3.26) (3.74) (2.99)
ranges 2 - 11 0 - 11 1 - 11 4 - 11
^  c \ w b> cxPlanned 8.10 6.50 6.00 8.42
sd (2.89) (1.73) (3.28) (0.67)
ranges 2 - 12 4 - 9 1 - 10 7 - 9
Again 9.90 6.83 5.33 4.17
sd (2.73) (2.55) (4.74) (2.98)
ranges 6 - 12 3 - 1 1 0 - 1 1 1 - 8
*Non S/V refers to Non sexual/violent themes.
note : means which share the same superscripts are not significantly different from 
each other. All other means with superscripts are significantly different at P< 0.05.
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Relationship Between Cognitive Flexibility/Impulsivity and Planning of Index 
Offence (PIGS)
Scores on the PIOS were compared across groups by a non-parametric one way 
analysis of variance (Kruskal Wallis Test). Group means on the PIOS were as follows:
Group 1 = 2.40 
Group 2 = 2.45 
Group 3 = 2.88 
Group 4 = 2.75
Results showed that there were no significant differences between the Groups on the 
level of planning of their index offence (chi square = 0.477, df= 3, p=0.924).
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Table 6
Correlation Matrix For Fantasy Variables.
The relationship between the Fantasy variables was investigated using the Spearman 
Correlation Test. All variables have been abbreviated for convenience.
INTER PROP SEX NON
S/V
ORG ELAB PLAN
PROP 0.292
SEX 0.369* 0.200
NON
s /v
-0.482 -0.203 -0.643
ORG 0.251* 0.344* 0.067 0.108
ELAB 0.095 0.095 0.067 0.188 0.603*
PLAN 0.321* 0.154 0.073 0.245 0.641* 0.505*
AGAIN 0.0140 -0.211 0.219 0.129 0.299 0.350* 0.357*
* P< 0.05.
1) interpersonal violence was significantly correlated with sexual themes (p< 0.015) 
and planning (p< 0.036) ie. The offender with interpersonally violent fantasies was 
more likely to project sexual themes and to say that the crime was planned.
2) Organisation was significantly correlated with interpersonal and property violence 
(p< 0.014 and p< 0.024 respectively), and with elaboration (p< 0.000) and planning 
(p< 0.000). This suggests that interpersonal and property fantasies were more likely
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to be organised in their content, and that organised fantasies were more likely to be
elaborated and related to saying that the crime was planned.
3) Elaboration was significantly correlated with planning (p< 0.001) and again (p< 
0.022) ie. the offender who had elaborated fantasies was more likely to say that the 
crime was planned and would be committed again.
4) Planning was significantly correlated with again (p< 0.019) ie. the crime was more 
likely to be repeated if the offender reported it was planned.
Relationship Between Planning of Index Offence (PIOS) and Fantasy Variables
This was investigated using the Spearman Correlation Test.
Table 7 
Correlations for PIOS and Fantasy Variables
INTER PROP SEX NON
S/V
ORG ELAB PLAN AGAI
PIOS
Score
.127 .040 .167 -.140 -.086 -.055 .086 .092
There were no significant correlations between the fantasy variables and planning of 
Index Offence.
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Relationship Between Cognitive Flexibility/ Impulsivity and Type of Offence 
Committed
Although results of a chi-squared analysis showed that there were no group differences 
in the types of offences committed (see Appendix 7 for results), when Stroop and 
Weigl comparisons were made separately, two interesting results were found: (see 
Appendix 7 for full analyses)
a) With respect to the Weigl: only 12.5% of those with poor cognitive flexibility were 
sex offenders, whereas, 42.1% of those with good cognitive flexibility were sex 
offenders. Fisher’s Exact test for two-tailed hypotheses showed this finding was 
significant (p< 0.038).
b) With respect to the Stroop: 71.4% of those with high impulsivity scores were 
violent offenders (computing interpersonal and property violence), whereas only 36% 
of those with low impulsivity scores were violent offenders (p< 0.021).
Data Analysis by Multidimensional Scalogram Analysis (MSA)
A MSA package devised by Hammond (1993), was used to investigate the 
interrelationships between demographic categories (ie. MHA 1983 classification, 
section, length of incarceration) and index offence types, and between index offence 
types and the role of alcohol, drugs or delusions in offending, and finally the 
relationship of all these with the performance on the Stroop and Weigl.
One of the main advantages of this statistical procedure over other conventional
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methods like chi-square, t tests, ANOVAs and discriminant analysis used to describe 
differences between subjects, is that it describes individual subjects or subgroups of 
individuals (Kidd & Matthysse 1978). In fact the scalograms organise data in a 
manner similar to the way in which a clinician organises data collected from the 
history, x rays, laboratory findings and physical examination to arrive at an individual 
diagnosis.
A description of the procedure has been outlined in detail by Low, Edelmann and 
Sutton (1994). MSA is a non-metric multivariate analysis. Firstly, a two dimensional 
diagram (a scalogram) is produced from the complete data set on which the subjects 
are represented as points (Figure 1). The program is designed to achieve, by an 
iterative mathematical process, a spatial distribution of the points which obtains the 
best discrimination between the subjects, taking into account all the variables in the 
data set. The distances between the points on the diagram reflect empirical 
relationships (Coxon 1982). The more similar are two subjects, the closer together the 
points representing them will be (Brown 1985).
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Figure 1. MSA-1 Plot of the respondents. Each point represents 
a patient (regardless of group). The closer together any two 
individuals are the more similar tire their profiles in the data 
matrix. All subsequent figures are then overlain on Figure 1 to 
study the relationship between variables with the initial 
distribution of the subjects.
The contribution of a given variable, such as index offence, or diagnosis to the overall 
distribution of the subjects on the scalogram can be examined; numerical values for 
that variable are applied to each point (that is, each subject), as with Rape as Index 
Offence in Figure 7. The diagram is then interpreted by drawing lines of a partition 
that isolate all items with the same value for the variable into a separate zone (see 
Figure 7). The programme imposes no constraints on the shape of the partition lines, 
and therefore they are drawn freehand (Low,Edelmann and Sutton 1994).
Plots are provided for each variable. The programme maximises the fitness of the 
representation using iterations and until a satisfactory coefficient of contiguity is 
obtained (ie. a measure of how well the spatial solution fits the overall data). This 
coefficient ranges between 1 and 0 (with 1 indicating a perfect fit); however, a
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coefficient of 0.90 is considered satisfactory for two-dimensional representations 
(Zvulun 1978).
The plots can be used to establish whether identifiable regions exist for each variable 
and whether the regions correspond closely among the variables which may indicate 
the underlying dimensions for difference, or similarity between the subjects, or a 
relationship between the variables (Low, Edelmann and Sutton 1994).
Description and Interpretation of Scalograms
For each variable, score categories can be partitioned by a line and this defines the 
contribution of the variable in relation to the structure of the overall space diagram. 
Variables which occupy similar regions across scalograms are related in that they 
discriminate between cases in a similar way; a comparison of this sort enables the 
identification of relationships between the variables (Low, Edelmann and Sutton 1994). 
Thus for example, if two variables have the same shape of regional structuring and 
identical category scores, then they are clearly highly positively related; conversely, 
if the regional structuring is the same but the category scores are reversed, then this 
is evidence for a high negative relation between them (Low, Edelmann and Sutton
1994).
Results of MSA
Of the total sample (n=43), 40 cases were used in the MSA analysis, 3 cases were 
omitted due to insufficient data for all variables. The relationships between 
respondents was examined on 13 variables. These variables (in italics) fall into four 
major groups which were as follows:
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Index Offence types - rape, sexual assault, physical harm (assaults, GBH, ABH, not 
resulting in death), death (manslaughter and murder), property violence (any offence 
against property eg. arson); Factors influencing offending - alcohol, illicit drugs, 
delusions; Cognitive profiles - Stroop scores (high and low), Weigl scores (high and 
low); Demographic variables - MHA 1983 Classifications, length o f incarceration, 
MHA 1983 Sections.
The MSA examined interrelationships between the 40 respondents on all 13 variables. 
(For information regarding the contribution of each variable (as a percentage) to the 
total sample see Appendix 9).
The Association of Weigl Performance with Demographic and Index Offence 
Variables
The various scalograms generated by the program provided no evidence for clear 
partitions between the two groups of patients (good and poor Weigl scores) on any of 
the variables, with the exception of MHA 1983 Classification ie. more patients with 
poor Weigl scores being classified as Mentally 111 than Psychopathic Disorder or a 
dual classification. This suggests a degree of overlap between those patients with poor 
cognitive flexibility and Mental Illness (Figures 2 and 4).
The Association of Stroop Performance with Demographic and Index Offence 
Variables
The various scalograms generated by the program revealed a number of relationships 
between Stroop performance (good and poor Stroop scores) and index offence and 
demographic variables:
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a) There appears to be a relationship between length of incarceration in Broadmoor 
and performance on the Stroop ie. more patients with high impulsivity (poor Stroop 
score), being incarcerated for more than 5 years, whereas low impulsivity patients 
(good Stroop score) being incarcerated for less than 5 years (Figures 3 and 5). It may 
be the case that those individuals who remain in Broadmoor longer are in fact those 
with more severe pathology and higher impulsivity.
b) It seems that there is a resemblance between patients with a good Stroop score ie. 
low impulsivity and committing an offence under the influence of alcohol (Figures 3 
and 6). This may suggest that less impulsive individuals using alcohol, reduce their 
inhibitions and increase their capacity to be more impulsive in offending behaviour.
c) There appears to be some degree of relationship between being a sex offender (rape 
and sex assault combined) and having a good Stroop score ie. low impulsivity (Figures 
3, 7 and 8). This may infer these sex offenders were more ‘considered’ in their 
responses and less likely to be impulsive.
The property offenders ie. arsonists appeared to be associated with having low Stroop 
scores (high impulsivity) and low Weigl scores (poor cognitive flexibility); see 
Figures 2, 3 and 9. This suggests a generally poor level of executive functioning. It 
may be that this low level of functioning underpins the inability to express anger more 
appropriately, resulting in aggressive acts against property.
NB. MSA-1 Plots (Figures 2 to 9) are presented overleaf.
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Figure 2. MSA-1 Plot of Weigl performance by respondents. (1, poor 
peformance ie. poor cognitive flexibility; 2, good performance ie. 
good cognitive flexibility).
Figure 3. MSA-1 Plot of Stroop performance by respondents. (1, poor 
peformance ie. high cognitive impulsivity; 2, good performance ie. 
low cognitive impulsivity).
Figure 4. MSA-1 Plot of Mental Health Act 1983 Classification by 
respondents. (1 & 2 Mental Illness and Schizophrenia; 3, paranoid 
schizophrenia; 4, psychopathic disorder; 5 dual diagnosis of 
Mental Illness and Psychopathic Disorder)
Figure 5. MSA-1 Plot of Length of incarceration by respondents. 
(1, 0-5 yrs; 2, 6-10 yrs; 3, 11-20 yrs; 4, 20+ yrs).
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Figure 6. MSA-1 Plot of Commiting Index Offence under the Influence 
of Alcohol by respondents. (1, ‘yes’ under influence; 2. ‘no’ not 
under influence).
2
2
2
2 2 
2
- 2
Figure 7. MSA-1 Plot of type of Index Offence ie. rape by respondents. 
(1, ‘yes’ index offence is rape; 2. ‘no’ index offence is not rape).
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Figure 8. MSA-1 Plot of type of Index Offence ie. sexual assault 
by respondents. (1, ‘yes’ index offence is sexual assault; 2. ‘no’ 
index offence is not sexual assault).
Figure 9. MSA-1 Plot of type of Index Offence ie. violence against 
property (Arson) by respondents. (1, ‘yes’ index offence is Arson;
2, ‘no’ index offence is not Arson).
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SECTIO N 5 D ISC U SSIO N
The main findings are discussed in relation to the aims of the study outlined in the 
introduction section.
Executive Function and Criminal Fantasy Content
The findings showed a significant relationship between the offender with 
interpersonally violent fantasies, which were organised and planned and a Stroop and 
Weigl interaction. The nature of the interaction is represented by high scores on 
interpersonal violence fantasies for groups 1 (high impulsivity and good cognitive 
flexibility) and 4 (low impulsivity and poor cognitive flexibility) with lower scores for 
groups 2 and 3. These results imply that the relationship between cognitive 
impulsivity/flexibility and criminal fantasy is not a simple one but the result of a more 
complex interaction. Neither a low impulsive or a good flexible cognitive style alone 
underlies the ability to use fantasy as a forum to plan and organise criminal activity, 
as hypothesised, but the two interact in this process. Moreover results show that this 
interaction may also result in the tendency to have violent fantasies (without a sexual 
nature) about the person rather than property.
The association between interpersonal violence and organisation of fantasy in this 
study in part supports the findings of Mungas (1988). He found that the perceptual 
organisation factor of the Holtzman Inkblot Test was significantly impaired for 
impulsively violent individuals whereas the current study showed organisation to be 
impaired if impulsivity is combined with poor flexibility. However, the difference 
between the two studies, is that the current study focuses on violent fantasy whereas 
Mungas used a sample of behaviourally violent offenders. The current findings may
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suggest that the original planned, organised and violent fantasy is not enacted in the 
same manner by offenders, as the ability required to do this is impaired. The nature 
of the impairment may well take the form suggested by Pontius et al (1980) ie. 
inability to switch POA during an activity when circumstances require it. Therefore 
it is possible that the plan in fantasy is prevented from its realisation due to this type 
of impairment. Clearly this warrants further research.
There were however significant effects of the Stroop and Weigl individually on the 
reporting that the crime would be committed again. Findings showed that highly 
impulsive patients (poor Stroop scores) but also patients with good cognitive flexibility 
(good Weigl scores) were more likely to report repetition of the crime. This can be 
better understood in the light of Prentky & Knight’s (1986) suggestion that impulsive 
offenders are more likely to have failed in the development of controls because of 
serious ego defects. Therefore one might expect these offenders to report that the 
crime would be committed again when the opportunity arose. The notion that good 
flexibility is associated with reporting repetition of the crime, may infer that the 
individual who is able to construe alternative ways of behaving may also think of 
ways of repeating a crime either to elude apprehension next time or to increase the 
benefits (sexual arousal, money etc.,).
These findings are difficult to interpret without further corroborating rerseareh, 
however they highlight the importance of examining the interrelationship between 
different brain functions in the manifestation of a variety of clinical presentations, and 
a move away from the linear approach to cause and effect.
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Cognitive Flexibility/Im pulsivity and PIOS
The study failed to show that planning of Index Offence was related to having low 
impulsivity or high cognitive flexibility functioning. There are several factors that may 
have contributed to this finding.
The current findings suggest that impulsive offenders (as measured by PIOS) were not 
characterised by neuropsychological impairment as indicated by the Stroop and Weigl, 
despite previous findings suggesting that this may be the case (Schopflocher et al 
1984). It is possible that an impulsive cognitive style does not reflect or manifest 
impulsive offending behaviour. Deu (1993) using the impulsivity scale from the 
SHAPS (Special Hospitals Assessment of Personality and Socialisation, Blackburn 
1982), showed that offenders who evidenced little planning of their offences 
(Opportunists), did not score as impulsive on this scale. It could be argued that current 
measures of impulsivity, such as these, are tapping impulsivity in areas of functioning 
other than offending behaviour. Prentky and Knight (1986) distinguished between 
lifestyle impulsivity and impulsive offending behaviour, and found that the relative 
amount of planning and forethought manifest in the criminal act of sex offenders was 
unrelated to other measures of impulsivity ie. the MTC, Massachusetts Treatment 
Centre Taxonomic System for classifying rapists.
Therefore it could be that it is unhelpful to attempt to correlate impulsivity in 
offending behaviour to other measures whether neuropsychological or personality 
based. Indeed several measures rather than one alone may underpin the complex 
processes contributing to impulsive offending behaviour. Further research is required 
in the development of more reliable and valid measures that tap impulsivity in 
offending behaviour more specifically.
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The question of the number and types of neuropsychological tests most useful in 
ascertaining neuropsychological functioning, remains unanswered. From the literature 
reviewed, it is evident that this has varied from the administration of one or two tests 
tapping specific functions to a global neuropsychological battery (Bryant et al 1984).
It may be argued that the present study is limited by the choice of only two tasks of 
executive function and that the use of others may have tapped additional underlying 
relationships. This will in part be addressed in the continuation of this study which 
will aim to investigate the relationship between offending behaviour and specific 
neuropsychological tasks of organisation and planning (Ray Osterreich Complex 
Figure Test and the Hierarchical Planning Task). However, caution is required as the 
use of large batteries of tests has also been criticised in eliciting ‘significant’ 
relationships which only exist following vast numbers of statistical comparisons 
(Miller 1989).
PIOS and Criminal Fantasy
The current study did not elicit a significant relationship between the level of planning 
of Index offence and the nature/content of criminal fantasy.
This may appear at first glance to contradict earlier findings (Deu 1993) that offenders 
who had pre-planned their offences were characterised by a fantasy life that is 
organised, elaborate and used as a forum for the rehearsal of criminal activity. 
However there are several differences between the earlier study and the current one 
that may have contributed to this finding.
The population in the current study was not defined in the same way as that in Deu 
(1993). Firstly, the current study defined the sample according to neuropsychological
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functioning and not offence type. Moreover the current sample reflected a cross 
section of offence types and not just sex offenders, and this may have obscured 
differences in levels of planning. There may also be differences in fantasy form and 
content between one offence subtype and another, however this requires further 
investigation.
Secondly, the degree of planning of Index Offence was established differently in the 
two studies. In the current study, the PIOS was used to assess level of planning as 
evident from case notes and depositions. The degree of planning of the patient’s Index 
Offence is not an area specifically investigated or reported upon by professionals in 
the Special Hospitals. Therefore, notes had to examined for any evidence alluding to 
the premeditation of the crime. In the earlier study (Deu 1993), RMOs were asked to 
refer those patients for whom they had knowledge of the level of premeditation of 
Index Offences. It may have been the case that the RMOs knowledge of this was not 
necessarily recorded in the case notes. Therefore, acquiring professional clinical 
judgement in addition to case note analysis may have proven to be a more 
comprehensive assessment of premeditation than using written reports alone, as in the 
current study.
The PIOS also imposed its own structure on the level of planning of Index Offences, 
ie. whether or not a plan was made before or after the victim was encountered. Further 
research needs to take an exploratory approach to evidence of planning ie. examining 
a wide range of case notes, obtaining professional judgements and patient interviews, 
in order to devise a scale which reflects the continuum of degree of premeditation as 
it exists rather than imposing subjective structures upon the data.
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C ognitive Flexibility and Index O ffence Type
The study found no differences between the four groups with respect to sexual 
offences and violent offences, suggesting that there is no interaction effect of the 
Stroop and Weigl on the type of offence committed. However significant findings 
were found following analysis of Stroop and Weigl separately.
The findings do not support earlier suggestions that sex offenders are characterised by 
neuropsychological impairment (Baker 1984, Flor-Henry 1980). In fact a significantly 
greater proportion of sex offenders (41%) in the current study had good cognitive 
flexibility than impaired (12.5%). Moreover there were no differences between sex 
offenders and non sex offenders in levels of impulsivity. However, the findings did 
show that high cognitive impulsivity appears to underlie violent offending, suggesting 
that violent behaviours are related to poor impulse control and disinhibition. These 
results support earlier reports (Bryant 1984) that there is a relationship between frontal 
lobe impairment and violent offenders.
MSA of Demographic and Index Offence Variables
In contrast to previous findings (Morice 1990), the results showed that more patients 
with mental illness appeared to have relatively poor cognitive flexibility compared to 
psychopaths or those with a dual classification (mental illness and psychopathy). This 
implies that the presence of psychopathy with mental illness compensates for this 
apparent deficiency in flexibility. However, these categories reflect the MHA 1983 
classifications and are not psychiatric diagnoses. The relationship between personality 
disorders (DSM 3-R) and the legal classification of psychopathy remains uncertain, 
but is well documented in current literature (see Critical Review, chapter 1), and the
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term Mental Illness covers a broad range of mental health problems not correlated 
with one particular psychiatric diagnosis. A recent study by Hill et al (1994) of 100 
admissions at Broadmoor Hospital found that psychiatric diagnosis was a significantly 
better indicator of neuropsychological impairment than MHA 1983 classifications. It 
appears possible therefore to delineate the specific diagnoses related to 
neuropsychological impairment. The continuation of this study will investigate this 
issue further by obtaining psychiatric diagnoses for each group and investigating the 
relationship with executive functioning.
There were some interesting relationships between the Stroop and a number of other 
variables inferred by the scalograms.
There appeared to be a relationship between increasing length of incarceration and 
increasing impulsivity. It seems intuitively logical that the population that remains in 
Broadmoor for in the long term, is in fact characterised with more chronic pathology. 
This is supported by recent findings that long stay patients in Broadmoor in 
comparison to short stay patients are characterised by more severe neuropathology 
including higher levels of impulsivity; short stay patients are more likely to be 
transferred to lesser secure units or discharged due to less severe or short lived 
difficulties (Wint 1993).
A low impulsivity level was also associated with being under the influence of alcohol 
during commission of the Index Offence. If one assumes that a crime committed under 
the influence of alcohol will be characterised by impulsive/disinhibited behaviour, one 
might be led to believe that the offender is also characterised by impulsivity and 
disinhibition. However, the relationship may in fact suggest that alcohol is used by 
those individuals who are in fact normally well controlled (low impulsivity), in order
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to decrease their inhibitions regarding engaging in an act they would not otherwise do. 
Therefore, in relatively ‘controlled’ (low impulsivity) individuals, alcohol serves as a 
mediator for carrying out what superficially appear to be impulsive or disorganised 
crimes.
The scalograms also suggest some degree of overlap between low impulsivity and 
being a sex offender. Although this supports the earlier statistical findings that 
neuropsychological impairment does not characterise sex offenders (see Results 
section), there was no significant statistical association between impulsivity and sex 
offending in the current findings. It may be that there were characteristics that these 
individuals had in common in addition to their offence type which was not apparent 
from the chosen variables. The profiles of these individuals would need to be 
examined further to elicit other commonalities.
The remaining scalograms did not suggest clear interrelationships between variables. 
However, this method of analysis did display important relationships between groups 
of individuals. The scalogram of index offences showed that rapists and sexual 
assaulters could be clearly distinguished from other offenders by a clear partition (see 
Figures 7 and 8). The property offenders (ie. arsonists) were clearly distinguishable 
from other offenders (Figure 9), and were both highly impulsive and poor on cognitive 
flexibility. It is difficult to infer strong relationships between these cognitive profiles 
and the nature of the offence due to the small numbers of individuals in this group. 
However, this may warrant further investigation.
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Figure 10 MSA-1 Plot of MHA 1983 Classification by respondents.
(1 & 2 Sections with Restriction Orders ie. Section 49;
3, Section 37; 4, Section 37/41; 5, Section 48; 6, Section 38;
7, Section 26).
In addition, regarding MHA 1983 sections, there appears to be a preponderance of 
Restriction on Prison Transfer Orders (Section 49) in the right hand space, and 
Hospital Orders with Restrictions (Section 37/41) on the left hand space (see Figure 
10). There is some degree of overlap of these two distinctions with the Weigl 
scalogram (Figure 2). There appears to be a degree of overlap between patients on 
Hospital Orders with Restrictions (Section 37/41) and poor cognitive flexibility and 
Restriction on Prison Transfer Order prisoners (Section 49) good cognitive flexibility. 
This suggests that those offenders who are likely to be given a Hospital order with 
restrictions (usually at the trial stage) are more likely to have impaired cognitive 
flexibility than those prisoners who are transfered from prison after sentencing for 
assessment or treatment. This suggestion would clearly warrant empirical research in 
order to corroborate the relationship.
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Methodological Considerations
There are several factors that need to be considered when interpreting the findings of 
this study.
1. The small sample size limits the extent to which these findings may be generalised 
to the general or offender population. However it may well be the case that the 
proportion of patients referred for each neuropsychologically determined group is an 
accurate reflection of the wider psychiatric offender population. This clearly warrants 
further research.
2. Special Hospital Patients may differ from non-hospitalised offenders. The effects 
of medication, other non-medical treatments and classification under the Mental Health 
Act 1983 may have effects on the offender’s perception of his and other’s offending 
behaviour, as well as resulting in differences in performance on tasks of executive 
function. However, there are few studies of the neuropsychological profiles of Special 
Hospital populations compared with other populations and this is an area that requires 
further exploration.
3. The aetiology of the differing levels of executive functioning in the four groups was 
not established. It may have been that different regions of the frontal lobes may have 
been impaired although this gave rise to the same cognitive deficit (Yeudall 1987). If 
this is the case, other functions may well have been impaired in some patients, 
meaning that groups were not necessarily homogenous with respect to levels of 
executive functioning. This may have affected offenders’ performance on the Criminal 
Fantasy Technique. Variations of this nature within groups may have obscured more 
subtle differences in performance.
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Im plications o f the Current Study
The current study has used a multidimensional neuropsychological approach to the 
understanding of premeditation and organisation of criminal behaviour. This is a novel 
approach and clearly has benefits to enhancing current understanding of the complex 
factors contributing to offending behaviours.
The findings have shown that an interaction between two functions of the frontal lobes 
ie. pre-potent response inhibition (or impulsivity), and cognitive flexibility interact in 
the process of using fantasy as a forum for organising and planning crimes, in 
particular those with interpersonally violent themes. The findings also suggest that 
offenders with good cognitive flexibility or high impulsivity are more likely to report 
that crimes will be repeated. This highlights the importance of developing 
individualistic profiles of offenders based on a variety factors but particularly 
cognitive and fantasy variables, in order to understand the aetiology of offending 
behaviour styles.
This has important implications for treatment approaches. Rehabilitation treatment 
approaches may need to address not only the offending behaviour but also the 
cognitive styles of the offender. It appears that there is no relationship between having 
an impulsive cognitive style and being an impulsive offender. Therefore using 
behavioural strategies for reducing impulsivity, or reinforcing self control at the overt 
behavioural level may not address cognitive impulsivity. This highlights the need for 
cognitive rehabilitation in this type of offender.
The current findings suggest that offenders in general, who plan their offences are not
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characterised by an organised, elaborate or planned criminal fantasy life. However, as 
suggested earlier, there is a need to study the content and form of criminal fantasy in 
subtypes of offenders (eg. Deu 1993) as using a general approach may have obscured 
any differences between specific offence types. In addition, a reliable method of 
assessing planning of Index Offence needs to be established. This is to be 
investigated in a future study.
Planning of Index Offence was not found to be related to cognitive impulsivity or 
flexibility. This may add further support to the notion that cognitive functions are not 
necessarily correlated with all aspects of overt behaviour. There are two areas 
recommended for further investigation. Firstly, a variety of impulsivity measures ie. 
cognitive, behavioural and personality based may provide a clearer picture of the many 
factors contributing to offending behaviour. Secondly, as stated above, there is a need 
to develop a reliable and valid assessment tool that measures the level of 
premeditation of criminal activity in terms of cognitive functioning, development of 
fantasy and previous criminal behaviours.
Finally, the findings did not support earlier research (Yeudall & Fromm-Auch 1979) 
suggesting that sex offenders as a group are characterised by neuropsychological 
impairment. However, violent offenders were found to have higher scores on the 
measure of impulsivity, supporting earlier findings (Bryant et al 1984).
In conclusion, it appears that the area of premeditation and organisation of crime is 
one that remains underdeveloped in current research, despite the question being crucial 
to the understanding of motives for criminal acts and therefore potential recidivism. 
Current treatment approaches may therefore be neglecting to address the very 
fundamental issues pertaining to relapse prevention. This area clearly warrants
359
extensive research in order to enhance our knowledge of the multifaceted domain of 
criminal behaviour.
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APPENDIX ONE 
Sample demographics
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f l D H l T D  1 
V T n v / » J I  X
Subject
No.
Age
(Yrs)
Length of 
Incarceration
(Yrs)
Index Offence 
Types
1 26 6 Rape; Robbery; Aggravated 
Burglary
2 29 3 ABH
3 28 7 Indecent Assault
4 51 7 Wounding with intent
5 53 6 Indecent Assault; buggery
6 34 2 Armed Robbery
7 48 7 Making a threat to kill
8 24
4
Attempted Rape
9 35
1
Murder
10 57
4
Indecent Assault
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G RO U P 2
Subject
No.
Age
(Yrs)
Length of 
Incarceration
(Yrs)
Index Offence 
Types
1 47 3 Manslaughter
2 29 3 Manslaughter
3 31 1 Murder
4 24 1 Assault
5 31 9 ABH
6 31 2 Making threats to kill
7 24 4 Arson
8 33 9 Assault
9 52 2 GBH; ABH
10 34 6 Manslaughter
11 41 3 Robbery
12 35 2 Rape
376
G R O U P 3
Subject
No.
Age
(Yrs)
Length of 
Incarceration
(Yrs)
Index Offence 
Types
1 54 3 Wounding with intent
2 30 2 Rape, kidnapping
3 40 8 Indecent Assault
4 37 1 Manslaughter
5 35 16 Rape
6 58 35 GBH
7 44 8 Robbery
8 28 3 Assault
9 52 27 Attempted Murder
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G R O U P 4
Subject
No.
Age
(Yrs)
Length of 
Incarceration
(Yrs)
Index Offence 
Types
1 40 14 ABH, assault
2 38 7 Manslaughter
3 33 3 Attempted Arson
4 44 7 Manslaughter
5 37 12 Attempted Murder
6 51 8 Arson
7 41 2 Manslaughter
8 31 16 Manslaughter
9 21 1 ABH
10 44 12 Assault
11 36 6 Attempted Murder
12 47 3 Threatening to kill
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CLASSICAL WEIGL TASK
References
Nelson H E C1976» A modified card soning task sensitive to frontal lore defects Cortex 12 315-324
Weigl E (1941) On the psychology of the so-called processes of abstraction. J A’on Pschol 36 3-33
De Renzi et al. (1966) The influence of aphasia and the hemispheric side of the brain on abstract 
thinking. Cortex 2 399-420
The Weigl test used at Broadmoor is the simplest in a series of sorting tasks which can be used to 
measure the capacity to shift from one concept to another, and it is the precursor of more complex 
later adaptations such as the Wisconsin card sorting task and 3 dimensional token sorting varieties, 
such as those developed by De Renzi. The simple version has been adopted at Broadmoor because 
it is the least stressful and time consuming, and a sufficiently large number of our patients were found 
to fail this task that it made an adequate discrimination. In a consecutive series of 100 male 
admissions the following percentages of patients were found to attain the 3 levels of pass and 3 levels 
of fail which are described below :
PI Superior pass 549c
P2 Pass 14%
P3 Equivocal pass 03%
F4 Equivocal fail 03%
F5 Fail 12%
F6 Contaminated fail 12%
Administration
The aim in all sorting tasks is to find out the ease with which the conceptual shift can be made, while 
providing a minimum of directive feedback, which is only gradually provided after a sequence of 
failures. In this task, there are 12 tokens, 4 each of red. blue, green and yellow and these can also be 
subdivided as 4 squares. 4 circles and 4 triangles. Tire task is to use first one criterion and then tire 
other.
1. The tokens are placed in a random array, and the patient instructed to sort these (tokens) into piles 
in air obvious way. The emphasis is placed upon piles and obvious, but no other directions are given 
at tlris stage. This provides tire first sort.
2. If the first sort provides a clear division into either shapes or piles, it can be recorded as piles x 
shape (or colour), and the next instructions will be "Can you sort these (tokens) in a different, obvious 
way 7"
3 So
3. If the first sort fails to provide the clear division required, then the results are noted, and a 
derivative of the initial instructions is repeated. One of the most common findings will be a sort by 
"design", which may confound both shape and colour eg regular sequences of a triangle, circle and 
square laid flat in each colour. When this happens this can be recorded as design x colour x shape, 
but in order to emphasise the importance of a single parameter, the tokens are resorted into piles using 
die main dimension - here colour. When this has been established, the patient can then be asked "Can 
you sort these (tokens) in a different obvious way into piles ?
4. Sometimes the same criterion may be used twice : eg quite often a patient could make a first correct 
sort into different shapes using piles, but at the second stage will use the same criterion again, creadng 
designs using different shapes, or building 4 different piles each of which will contain one exemplar 
of each shape. When this happens, they can be asked "Can you think of a way to do it that will not 
use shape (or colour) ?"
5. If this fails to produce the desired category, then the direct instruction is finally given "How about 
using shape (or colour) ?"
SCORING
1. Superior Pass
A superior pass is one in which the 2 main sorts are achieved easily and clearly with the minimum 
of instruction, and in which there is no "sequencing" in either sort. Sequencing involves the 
intrusion of one sort into the other ie sorting by colour in which piles are invariably sequenced by 
shape, or vice versa.
2. Pass
.An ordinary pass is one which is achieved with little or no prompting, but there may a sequencing 
intrusion in either one or bodi sorts.
3. Equivocal Pass
A marginal pass occurs when the two main sorts are accompanied by an interim sort using design - 
eg piles x shape is followed by design x colour x shape, but corrected to piles x colour on the 
instruction of "piles"
4. Equivocal Fail
This is a more hesitant version of 3. where there may be 2 intermediary designs, or some perplexity 
before achieving the desired second sort.
5. Fail
Failure occurs when it has finally become necessary to give a direct instruction to use the second 
criterion ie "How about colour (or shape) ?" If this is followed by an adequate sort in which there 
is no sequencing, the score is F5
6. Contaminated Fail
If the final failure is also accompanied by a sequencing intrusion of the first sort, then this is a 
contaminated fail, F6. F6 is also used for patients who completely fad the task ie fail to achieve 
a second sort, perhaps because of perseveration. However, it is not used for those who simply 
refuse, or fail to complete the task.
Form C Stimulus Sheet — s t « .o o p  re s , r
BLUE RED TAN RED
GREEN GREEN RED TAN
TAN TAN TAN RED
RED BLUE BLUE TAN
GREEN GREEN TAN BLUE
BLUE BLUE RED GREEN
GREEN TAN GREEN RED
BLUE GREEN RED BLUE
RED TAN BLUE RED
BLUE BLUE TAN TAN
TAN GREEN RED GREEN
RED BLUE GREEN TAN
TAN GREEN RED BLUE
GREEN RED TAN RED
BLUE BLUE BLUE BLUE
TAN GREEN TAN RED
GREEN TAN GREEN GREEN
RED RED TAN RED
TAN TAN BLUE BLUE
RED GREEN TAN TAN
TAN TAN BLUE BLUE
RED RED GREEN GREEN
GREEN BLUE RED BLUE
RED RED GREEN RED
TAN GREEN TAN BLUE
BLUE RED RED TAN
GREEN TAN GREEN BLUE
TAN BLUE BLUE GREEN
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PLANNING OF INDEX OFFENCE SCALE (PIOS)
(Taken from Prentky & Knight 1986)
1 Offences planned in detail with a particular victim sought Y / N
2 offences partially planned BEFORE VICTIM ENCOUNTERED Y / N
offender had idea of committing offences in mind and perhaps made some 
preparations, but particulars of offence ie. victim, place etc. were determined by 
situational factors
3 offences partially planned AFTER VICTIM ENCOUNTERED Y / N
idea of committing offences occurred after victim was seen, at which point offender 
made vague hasty plans
4 offences were impulsive WITH NO PLANNING EVIDENT Y / N
opportunity alone or coupled with impaired judgement (due to drinking etc) led to 
immediate offence
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APPENDIX THREE 
Consent Forms
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RESEARCH CONSENT FORM
Title of project
Surname............
Forename..........
Hospital Number
Date of B irth .....
House & Ward ...
(a) I ............................................................. HEREBY CONSENT to take part in a clinical
research investigation, the nature and purpose of which has been explained to me by
and that I have received a written outline of the proposed project.
D ate.............................................................  Patient’s Signature......................................
(b) I ............................................................................. CONFIRM that I have explained to
 the nature and purpose of the proposed
clinical research investigation and have handed him/her a written outline of the 
proposed project.
D ate   Researcher’s Signature
(c) I................................................CONFIRM that
has explained the nature and purpose of the clinical research investigation to
................................................. and that he/she has received a written outline of the
proposed project.
D ate ..............................................................  Witness’s Signature................................
Top Copy: 
Second Copy: 
Third Copy:
To Medical Records
To Case Notes: attach to Consent Form Mount Sheet 
For Researcher
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APPENDIX FOUR 
Research Information Letter to RMOs
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c
)
£  H O S P I T A L  
&
Dear Dr
RE: Research into the role of fantasy and cognitive function in planning of offences
I am a Clinical Psychologist currently employed at Broadmoor. As part of my Clinical 
Doctorate, I am carrying out research into the factors involved in "planning" of criminal 
activities. The three areas to be investigated are:
a) cognitive capacity to plan and organise (as provided by existing neuropsychological 
profiles)
b) criminal fantasy (as measured by a projective technique)
c) evidence of planning in commission of past offences (from case notes)
In order to do this each patient will be required to take part in a projective technique 
eliciting criminal fantasy (Schlesinger & Kutash 1981). This requires the patient to 
create stories about each of 12 pictures depicting crime scenes.
This research has been approved by the Research and Ethics committees at 
Broadmoor.
I enclose a list of the patients under your care who meet the selection criteria for the 
study.
I would be most grateful if you could complete the attached consent forms (and return 
to me as soon as possible) for those patients who are able to participate. Patients will 
be asked for informed consent prior to testing.
Please do not hesitate to contact me (ext 4146) if you require further details or 
clarification.
I am more than happy to meet with clinical teams to explain the nature of the study if 
this will be more helpful.
Thankyou in advance for your cooperation.
Nashater Deu 
Clinical Psychologist
BROADMOOR HOSPITAL 
Crow thorne, Berkshire. RG11 7EG 
T elephone 01344  773111 Fax 01344  773327
APPENDIX FIVE 
Research Letter for Subjects
& H 0 S P I  T A L 
&
RESEARCH INTO THE ATTITUDES OF OFFENDERS TOWARDS CRIME
You have been invited to participate in the above research project. The study aims 
to look at attitudes to crimes in patients who have been in a special hospital.
Should you decide to participate, you will be presented with twelve scenes of crimes 
drawn onto cards and asked create a story about each one. Your responses will be 
written down by the researcher.
No names are needed on any of the sheets therefore your anonymity is assured. Your 
involvement in the study and all information relating to your involvement will be 
confidential and without prejudice to yourself. This study has been approved by the 
Research and Ethics Committees.
If you would like to participate, you will be asked to sign an official form as a record 
of your consent. This must be signed in the presence of another witness, and the 
researcher.
Nashater Deu 
Clinical Psychologist
BROADMOOR HOSPITAL 
Crow thorne, Berkshire. RG11 7EG 
T elephone 01344  773111 Fax 01344  773327
APPENDIX SIX 
Interrater Reliability Calculations
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INTER RATER CALCULATIONS USING COHEN’S KAPPA
Ref: Leaeh.C (1979) "Introduction to Statistics".
Jacob Cohen (1960) suggested that a measure of agreement could be obtained by 
comparing the observed agreement D with the ‘chance’ agreement’ that would be 
expected if the two observers were totally independent. Kappa only takes its 
maximum value as 1 in cases of perfect agreement. In all other cases, Kappa will be 
less than 1.
FORMULA for calculating Cohen’s Kappa:
k= nD - (t-Lu; )
n - (Hu L) n = tota  ^ no- observations
D = the sum of the frequencies in the 
diagnonal cells 
t & u = marginal totals
Interpersonal Violence Crime Themes
4 4
20 20
4 20 n=24
D=23
k=
23*24 - (4*4 + 20*20) 
2 4 -  (4*4  + 20*20)
k= 0.850
392
Property Violence Crime Themes
2 2 4
20 20
2 22 n=24
D=22
23*24 - (4*2 + 20*22)
k= a
24 - (4*2 + 20*22)
k= 0.812 
Sexual Crime Themes
5 5
7 7
5 7 n=12
D=12
12*12 - (5*5 + 7*7)
k=
12Z- (5*5 + 7*7) 
k= 1.0
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Non Sexual/Violent Crime Themes
Li
11 2 13
11 11
11 13 n=24
D=22
22*24 - (13*11 + 13*11)
k= 2.
24 -(13*11 + 13*11)
k= 0.834
Organised Crime Scenes
3 1 4
20 20
3 21 n=24
D=23
24*23 - (4*3 + 20*21)
k= 2.
24 - (4*3 + 20*21)
k= 0.833
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Elaborate Crime Scenes
10 1 11
13 13
10 14
<NIIS3
D=23
24*23 - (11*10 + 13*14) 
k= 2.
24 - (11*10 + 13*14)
k= 0.915
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APPENDIX SEVEN 
Chi-Squared Analyses - Index Offence by Group
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C hi-squared analysis o f G roup by Sex O ffender
Count 
Row % 
Column %
Group 1 Group 2 Group 3 Group 4 Row
Total
5 10 6 11 32
Sex offender 15.60 12.5 25.0 12.5 74.4
40.00 8.3 22.2 8.3
5 2 3 1 11
Non Sex 15.6 18.2 27.3 9.1 25.6
offender 50.0 16.7 33.3 8.3
Column 10 12 9 12 43
Total 23.3 27.9 20.9 27.9 1000
Chi Square Value Degrees of Freedom Significance
5.792 6 0.122
Chi-squared analysis of Group by Violent Offender
Count 
Row % 
Column %
Group 1 Group 2 Group 3 Group 4 Row
Total
7 7 4 2 20
Violent 35.00 35.0 20.0 10.0 46.5
70.00 58.3 44.4 16.7
3 5 5 10 23
Non Violent 13.0 21.7 21.7 43.5 53.5
30.0 41.7 55.6 83.3
Column 10 12 9 12 43
Total 23.3 27.9 20.9 27.9 1000
Chi Square Value Degrees of Freedom Significance
7.203 6
397
0.065
C hi-squared analysis o f Stroop by Violent O ffender
Count 
Row % 
Column %
Poor
Stroop
Good
Stroop
Row
Total
15 8 23
Violent 65.0 34.8 53.5
71.4 36.4
6 14 20
Non Violent 30.0 70.0 46.5
28.6 63.6
Column 21 22 43
Total 48.8 51.2 100.0
Chi Square Value Degrees of Freedom
5.310 1
Chi-squared analysis of Stroop by Sex Offender
Count 
Row % 
Column %
Poor
Stroop
Good
Stroop
Row
Total
4 7 11
Sex Offender 36.4 63.6 25.6
19.0 31.8
17 15 32
Non Sex 53.1 46.9 74.4
Offender 81.1 68.2
Column 21 22 43
Total 48.8 51.2 100.0
Chi Square Value Degrees of Freedom
0.920 1
Significance
0.0212
Significance
0.3373
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C hi-squared analysis o f W eigl by V iolent O ffender
Count 
Row % 
Column %
Poor
Weigl
Good
Weigl
Row
Total
15 8 23
Violent 65.2 34.8 53.5
62.5 42.1
9 11 20
Non Violent 45.0 55.0 46.5
37.5 57.9
Column 24 19 43
Total 55.8 44.2 100.0
Chi Square Value Degrees of Freedom
1.773 1
Chi-squared analysis of Weigl by Sex Offender
Count 
Row % 
Column %
Poor
Weigl
Good
Weigl
Row
Total
3 8 11
Sex Offender 27.3 72.7 25.6
12.5 42.1
21 11 32
Non Sex 65.6 34.4 74.4
Offender 87.5 57.9
Column 24 19 43
Total 45.8 44.2 100.0
Chi Square Value Degrees of Freedom
4.8823 1
Significance
0.1830
Significance
0.038
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APPENDIX EIGHT 
MSA Plots - Demographic and Index Offence Variables
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Figure 11 MSA-1 Plot of Index Offence ie. physical assault 
(ABH, GBH, assault) by respondents. (1, ‘yes’ index offence 
is physical assault; 2, ‘no’ index offence is not physical assault).
Figure 12 MSA-1 Plot of Index Offence ie. murder/manslaughter by 
respondents. (1, ‘yes’ index offence is murder/manslaughter;
2, ‘no’ index offence is not murder/manslaughter).
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Figure 13 MSA-1 Plot of Committing Index Offence under the Influence 
of Drugs by respondents. (1, ‘yes’ under influence; 2 ‘no’ not under 
influence).
Figure 14 MSA-1 Plot of Commiting Index Offence under the Influence 
of Delusionsby respondents. (1 ‘yes’ under influence; 2 ‘no’ not 
under influence).
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APPENDIX NINE 
Contribution of MSA Variables to the Total Sample
403
Contribution of each MSA variable to the total sample. 
Percentage of the sample (n=40) representing each Index Offence Type.
Index offence type N % with the offence type
Rape 8 20
Sexual Assault 5 12.5
Physical Harm 11 27.5
Murder/Manslaughter 13 32.5
Arson (Property 
Violence)
3 7.5
Percentage of the sample (n=40) Committing Offences Under the Influence of 
Certain Factors.
Influential Factors N % of total sample 
under influence of
the factor during 
offending
Alcohol 18 45
Illicit Drugs 9 22.5
Delusions 13 32.5
Percentage of the sample (n=40) with high and low scores on Cognitive 
Measures.
Cognitive Measures N % of total 
sample 
with High 
scores
N % of total 
sample 
with Low 
scores
Stroop 20 50 20 50
Weigl 21 47.5 19 52.5
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MHA 1983 Classifications represented as a Percentage of the sample (n=40).
Classification N % of total
sample
Within
each
category
Mental Illness 16 40
Schizophrenia 7 17.5
Paranoid
Schizophrenia
1 2.5
Psychopathic Disorder 9 22.5
Dual Diagnosis - 
Mental Illness and 
Psychopathic Disorder
7 17.5
Length of incarceration of respondents represented as a Percentage of the 
sample (n=40).
Length, of Incarceration 
(yrs)
N % of total
sample
Within
each
category
0 - 5 21 52.5
6 - 10 13 32.5
11 - 20 4 10
21 + 2 5
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MHA 1983 Sections represented as a Percentage of the sample (n=40).
MHA 1983 Section N % of total
sample
Within
each
category
47/49 9 22.5
48/49 1 2.5
37 4 10
37/41 17 42.5
48 3 7.5
38 4 10
26 1 2.5
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